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In the past few years mainly on the work of R. Meyer,’ 
tumours of the ovary which have hormonal effects have been 
divided, on clinical and pathological grounds, into several well- 
defined groups, and examples of what is perhaps the commonest 
variety of these, the granulosa-cell tumour, have been reported 
frequently enough to ensure general recognition. Pratt’ has 
recently reviewed the literature on this tumour, and in discussing 
the histological types she states that, ‘‘Some of the tumours 
described in the literature appear to be largely composed of true 
mature lutein cells, and should strictly be classed not as granulosa- 
cell tumours, but as luteal tumours of the ovary.’’ If the view 
is held that lutein cells originate in granulosa cells after rupture 
of the follicle, it is legitimate to suppose that a similar maturation, 
or luteinization, is possible in granulosa-cell tumours. But if the 
theca interna cells really form the lutein cells, it is unlikely that 
granulosa-cell tumours would ever show true luteinization. The 
main factor in labelling an ovarian tumour a luteinoma or a 
luteinizing granulosa-cell tumour would appear to be its naked- 
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eye and microscopical resemblance to a corpus luteum, that is, 
that the tumour is yellow and is rich in lipoid. The case we report 
is one with the clinical picture of an active granulosa-cell tumour, 
the naked-eye appearance of a luteinized tumour with a high 
cholesterol and cholesterol ester content, but with histological 
features which do not differ appreciably from those of reported 
cases of granulosa-cell tumours. 


CASE History. 


Cath. B. was admitted to the Royal Victoria Infirmary on 
August 19th, 1936, with the diagnosis of ovarian cyst. She was 
a widow 65 years of age and complained of intermittent vaginal 
loss of blood for the past 7 or 8 years. This discharge occurred at 
irregular intervals of from 2 to 3 months, lasted about 14 days, 
but was never excessive in amount. There was no other 
complaint. 

She gave a history of good health throughout her life, save 
that she had primary amenorrhoea until the age of 20, and she 
then attributed the onset of menstruation to medicine from her 
doctor. Her first husband died when she was 28 years of-age, and 
by then she had had eight normal pregnancies and confinements 
without any miscarriages. She married again at the age of 44 
but was widowed again at 60. Before the menopause her men- 
strual periods were rather heavy but regular and lasted from 
7 to 14 days every month. 

From the age of 50 years she had amenorrhoea for 2 years. 
Then one haemorrhage occurred followed by amenorrhoea for a 
further year. After this she had a loss lasting about 14 days 
every 2 to 3 months until the date of admission. 

Examination showed a thin, spare, senile woman, with small 
atrophic breasts. The blood-pressure was 160/74, and the urine 
contained a trace of albumin without any other abnormal constit- 
uent. There were not any features of note in the other organs. 
In the lower abdomen was a rounded mass reaching to the 
umbilicus. It was mobile and not tender, softer than a fibroid but 
not cystic. The uterus was felt to be enlarged per vaginam and 
the cervix was bulky even for a woman of child-bearing age. 
The mass could be felt separately from the uterus. A diagnosis 
of granulosa-cell tumour of the ovary was made. 


OPERATION, 20TH AUGUST, 1936. 
A single scraping was taken from the body of the uterus in 
order to confirm the absence of malignant disease. To the naked 
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eye, the endometrium appeared greatly hypertrophied, but was 
otherwise not abnormal. The abdomen was then opened and a 
right-sided solid ovarian tumour disclosed. There was one com- 
plete twist of the pedicle but no infarction. The left ovary was 
small and senile. The uterus was large and succulent, being 
somewhat larger than that of a woman of childbearing age. 
Total hysterectomy with double salpingo-odphorectomy was 
performed. The subsequent progress was uneventful and she 
went home on 2nd September, 13 days after operation. 

Two days after the operation the urine was sent for an 
Aschheim-Zondek test. Prof. Crew, of the Institute of Animal 
Genetics, University of Edinburgh, reported, ‘‘Negative. An 
interesting case and an interesting result: a definite negative.’ 

On 27th August stereoscopic radiographs of the region of the 
sella turcica were taken, with negative results. 

Seen 7 months later, the patient declared herself very well 
and examination did not show any abnormality. She volun- 
teered the information that from about 14 days after the operation 
she had suffered from hot flushes with sweating once or twice a 
day. She also stated that she had not experienced sexual desire 
since the death of her first husband, but that since the operation 
she frequently experienced desire and suffered considerable 
insomnia on that account. There was no evidence of recurrence. 


PATHOLOGICAL EXAMINATION. 

The specimen consists of the uterus and adnexa (figures I 
and 2). The uterus measures after fixation 8.3 by 6 by 3.8 cm. 
These measurements are within the upper limits for a multiparous 
uterus, but they are abnormal for the uterus of a woman aged 65, 
15 years after the menopause when the usual degree of tissue 
shrinkage after fixation is considered. The uterus is appreciably 
softer and more succulent than usual and fibroids are not present. 
The endometrium is very thick and hyperplastic. The left ovary, 
not evident in the photographs, is small and atrophic, and the 
right is replaced by a large rounded solid tumour measuring 
8.5 by 8.7 by 4 cm. At the operation the tumour presented 
anteriorly. The twisted pedicle was undone before fixation, and 
the only effect of the constriction evident in the specimen is a 
generalized dilatation of the capsular vessels and a few small 
subcapsular haemorrhages. The growth is smoothly rounded 
and is covered by a thin translucent capsule under which the 
yellow tumour tissue can be seen. Its consistence is softer than 
that of a fibroma, and it pits on pressure, but cannot be described 
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as being very soft. The cut surface presents a remarkable 
appearance. The growth is of a bright yellow colour, quite 
homogeneous apart from very scanty strands of greyish con- 
nective tissue, and is free from signs of haemorrhage or 
degeneration. It can best be compared to a gigantic solid corpus 
luteum. The right Fallopian tube is stretched over the growth 
and is appreciably thicker than usual. 


MICROSCOPICAL EXAMINATION. 


Uterine scrapings. The excessively thick endometrium shows 
extreme glandular hyperplasia, to such a degree that a casual 
glance at the section might well result in the diagnosis of adeno- 
carcinoma. Figure 3 is a low-power view of a typical field, and 
shows the remarkable proliferation of the glands at the expense 
of the stroma. This change is uniform throughout all the endo- 
metrium sectioned, and only a few larger cystic spaces are present. 
A high-power view, figure 4, shows the tall columnar nature of 
the lining cells, the large hyperchromatic nuclei and the extensive 
goblet-cell formation in many of the glands. The stroma is 
relatively scanty, but its cells are plump, oval and active-looking. 

Ovarian tumour. The capsule consists of fibrous and flattened 
atrophic ovarian tissue, and though thin in places is nowhere 
breached by the growth. The tumour is a uniformly cellular 
one, and sections from different parts reveal an identical histo- 
logical picture. It is formed of small cubical cells mainly arranged 
in columns, which are closely packed together and are separated 
by a minimum of fine connective tissue stroma. In many places 
the columns of cells have a whorled arrangement producing the 
so-called moiré silk pattern (figure 5). The rather scanty cyto- 
plasm takes on the haematoxylin stain to some extent and the 
nuclei cannot be seen clearly in consequence, but most are oval 
or rounded. Nuclear irregularities are not present, and mitotic 
figures are very scanty. As would be expected from its yellow 
colour the growth contains much lipoid, and this is present in the 
form of very tiny droplets in practically every tumour cell. The 
extent of this change may be judged by comparing figures 6a, 6b 
and 6c, high-power photomicrographs from a paraffin section, a 
frozen section and a frozen section stained for fat with Sudan 3. 
Most of this fat is doubly refracting with the polarizing micro- 
scope, and Maltese crosses are readily produced by warming the 
slides, suggesting the presence of cholesterol ester. The stroma 
of the tumour is small in amount and blood-vessels are infrequent, 
but in spite of this areas of haemorrhage or degeneration are not 
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present. The histological diagnosis is that of a granulosa-cell 
tumour of cylindroid type without histological evidence of malig- 
nancy, complicated by a very high lipoid content of the tumour 
cells. 

The degree of lipoid storage is better shown by chemical 
analysis of a portion of the tumour, for which we are indebted 
to Dr. Freda K. Herbert, Lecturer in Pathological Chemistry, 
King’s College, Newcastle. 

Weight of fatty content, 9.35 per cent of moist tissue, of 
which free cholesterol 15.8 per cent, cholesterol ester 70.2 per 
cent, neutral fat 12.6 per cent, and phospholipin o per cent. 

The lipoid content of granulosa-cell tumours would appear to 
have aroused very little 1uterest, and in the majority of papers 
no mention at all is made of it. In Pratt’s thorough review of 
the literature on these tumours, a 54 page article with 150 refer- 
ences, the only mention of lipoids is that quoted in the first 
paragraph of this paper. Similarly, Szathmary,* although he 
describes the tumour in one of his cases as having in places a 
butter-yellow colour, does not refer to its fatty content. A few 
ovarian tumours, however, have been so rich in lipoids that they 
have had a distinctive yellow colour, and these have been de- 
scribed under names such as hypernephroma of the ovary, 
luteinizing granulosa-cell tumour and theca-cell tumour. The 
diagnosis of the case we report would appear to lie between 
these three. 

Hypernephroma of the ovary has been reported on a few 
occasions, the majority before the modern classification of these 
ovarian growths. According to Plate’ some of these were evi- 
dently secondary deposits, notably the cases of Weiss, Santi, 
Alamartine-Maurizot and Wahl. There is no doubt that adrenal 
rests are occasionally to be found in the ovary, but this is no real 
support for the existence of primary ovarian hypernephromata, 
in view of the present-day opinion that the so-called hyper- 
nephroma of the kidney is really a carcinoma of the kidney. In 
a full discussion on this point Plate concludes that a proved 
primary hypernephroma of the ovary has not yet been reported. 
In any case, although the macroscopical appearances of our 
tumour might well suggest a hypernephroma, its histological 
structure is sufficiently different to exclude it. The close relation 
between reticulum fibres and some of the tumour cells does not 
suggest a pure epithelial growth like hypernephroma. 

In 1932 Loeffler and Priesel’ endeavoured to separate from 
the ovarian tumours a group with special features to which they 
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gave the name theca-cell tumour (fibroma thecocellulare xantho- 
matodes ovarii). They reported 6 cases, 2 of which were inci- 
dental findings at autopsy. Two years later they’ added 4 more 
cases, all but 1 being incidental findings at autopsy. Since then 
cases under this designation have been published by Melnick and 
Kanter’ (2 cases), Geist* (5 cases), and Huber® (x case). Loeffler 
and Priesel give the tumours a special name on the grounds that 
the theca-cell tumours, unlike the granulosa-cell tumours, are of 
connective tissue type and origin, and that, like the theca cells of 
the follicle, the tumour cells store lipoid and have a tendency to 
’ develop into connective tissue. Geist goes further and gives 
the following points of difference between the two types of tumour. 

(1) The naked-eye appearances are different. The theca-cell 
tumour is a hard fibrous tumour, while the granulosa-cell tumour 
is softer and more medullary. 

(2) It is not like a granulosa-cell tumour histologically, being 
formed of connective tissue cells, and has a much more uniform 
structure. 

(3) The lipoid in granulosa-cell tumours is scanty and is mainly 
extracellular; in the theca-cell tumour it is more abundant, mainly 
intracellular and consists of cholesterol and cholesterol esters. He 
adds that the theca-cell tumour is attended by definite and clear- 
cut symptoms, atypical post-menopausal bleeding, and the endo- 
metrium has been hyperplastic in those cases in which it has 
been examined microscopically. 

A careful analysis of these 18 cases, however, leads one to the 
conclusion that it is very doubtful if they can be described as 
forming ‘‘a clearly defined group’’ (Geist), and many of the 
grounds on which the. separation from the granulosa-cell tumour 
is based are hardly tenable. 

Their first and probably most important contention is that the 
theca-cell tumour differs from the granulosa-cell tumour in being 
of connective tissue origin and structure. This point, however, 
is of value only if there is general agreement that granulosa-cell 
tumours develop from epithelial cells and have a uniformly epi- 
thelial structure. It is true that the majority of authors regard 
them as pure epithelial neoplasms, developing like the follicles 
from germinal epithelium. On the other hand Fischel’® takes 
the view that the ovarian stroma and _ follicular cells 
are formed from ovarian mesenchyme and not from the 
surface epithelium, and this view is supported by Schiller” 
and Novak.'* Recently Motta'® investigated the origin of the 
corpus luteum and granulosa follicle in women and in certain 
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animals, and came to the conclusion that the granulosa cells, 
like the theca cells, are of mesenchymal and not of epithelial 
origin. In favour of this is the not infrequent appearance in 
granulosa-cell tumours of sarcoma-like areas, and in the cylin- 
droid type especially the individual tumour cells are sometimes 
separated from one another by a fine reticulum in a manner 
quite unlike the cells of carcinomata in other organs: indeed 
tumours of this type are sometimes referred to in older publica- 
tions as carcino-sarcomata. Further, detailed histological reports 
on granulosa-cell tumours, with special reference to the relation 
of the tumour cells to the connective tissue and reticulum are very 
scanty.. The position does not appear to be very different in the 
theca-cell tumours, and a pure connective tissue structure is not 
always present in the reported cases. One gets the impression 
from a study of the histological descriptions that epithelium-like 
tumour elements in theca-cell tumours are just as frequent as 
sarcoma-like elements in granulosa-cell tumours. The areas in 
the former are generally referred to as epithelioid, but Geist de- 
scribes and illustrates foci of epithelial cells in one of his cases of 
theca-cell tumour. In their first paper Loeffler and Priesel stress 
the connective tissue nature of the tumours they describe, and 
mention in their summary that these tumours are not granulosa- 
cell tumours in view of the marked development of fibrous tissue 
which they regard as having been formed by the tumour cells. 
Yet in an earlier part of the same paper they say that this white 
connective tissue regarded by them as characteristic of the tumour, 
may be almost absent, as in 2 of their 6 cases. In their next 
paper 2 years later, only 1 of the 4 cases reported showed large 
plaques of fibrous tissue. Loeffler and Priesel and, later, Geist 
stress the naked-eye differences between the two types of tumours, 
the granulosa-cell tumour being soft and medullary, contrasting 
with the hard fibrous structure and yellow fatty areas of the 
theca-cell tumour. We find, however, that this point is not sup- 
ported, as 5 of Loeffler and Priesel’s 10 cases were described as 
of soft consistence. The other point of differentiation, the presence 
of yellow areas of lipoid deposition, is not common apart from 
necrotic foci in granulosa-cell tumour, but cases have been 
reported in which this was a marked feature, Benda and Kraus," 
Klaften,’’ and Plate. Geist contrasts the uniform microscopical 
appearances of theca-cell tumour with the very variable histo- 
logical structure of granulosa-cell tumour, but this is not borne 
out by a study of the 18 reported cases of theca-cell tumour, and 
they seem to range from tumours with the histological structure 
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of fibromata to cellular growths with epithelioid cells not unlike 
some varieties of granulosa-cell tumour. Geist regards the lipoid 
content of these growths as another factor in justifying the 
separation of the theca-cell tumour. According to Melnick and 
Kanter the lipoid in granulosa-cell tumour is scanty and is gener- 
ally extracellular; in theca-cell tumour it is abundant and almost 
entirely intracellular. The fat in their 2 cases was mainly doubly 
refracting with the polarizer, and Geist gives a chemical analysis 
of one of his tumours showing a preponderance of cholesterol 
lipoid. Melnick and Kanter are quoted by Geist as stating that 
the lipoid in theca lutein cells is mainly cholesterol and its esters, 
while in granulosa lutein cells it is mainly phospholipin, Geist 
does not state that the lipoid in granulosa-cell tumour is also 
phospholipin, and indeed does not give any chemical data for 
these tumours, but regards the results of the chemical examination 
in his case as supporting the thecal origin of the tumours he 
describes. 

There are, however, enough reports in the literature of doubly 
refracting lipoids in granulosa-cell tumours to make this point of 
differentiation of no value, and we have not been able to find 
evidence that phospholipins have been found in significantly large 
quantities in these tumours. Geist further states that the theca- 
cell tumours were associated in most instances ‘‘with a definite 
and clear-cut syndrome’’, namely ‘‘atypical bleeding usually post- 
menopausal’. We find, however, that the evidence for this 
statement is hardly convincing. The two cases of Melnick and 
Kanter showed irregular bleeding, but in the others this symptom 
was hardly more frequent than in ordinary ovarian tumours in 
which evidence of any hormonal effect is wanting. Of Loeffler 
and Priesel’s 10 cases, 5 were incidental findings at autopsy and 
the menstrual histories were not mentioned or were not available, 
and of the remaining 5 patients only 3 complained of menstrual 
abnormalities. In one case, that of a girl aged 18 years, there was 
a history of amenorrhoea; in another, a woman aged 37 years, 
irregular bleeding was noted; while the third was a woman of 67 
years of age with uterine polypi who passed blood and watery fluid 
on one occasion. That is to say, only one of Loeffler’s and Priesel’s 
Io cases had the symptomatology ascribed to the condition by 
Geist. Menstrual abnormalities were noted in 3 of Geist’s 5 cases, 
but only two were post-menopausal. The first was a woman 
aged 65 years, who had had bleeding for 1 month, the other, a 
patient, aged 59 years, had bleeding only when torsion of the 
pedicle developed. Geist mentions further evidence of the hor- 
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Fic. 1. 


The uterus and adnexa seen from behind. A section has been taken from 
the growth to show its uniform appearance. 
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Fig. 2. 


The specimen viewed anteriorly. The elongated tube is wrapped round 
the tumour. 
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FIG. 3. 
Endometrium showing marked glandular hyperplasia. Low power. 
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The same section at a higher magnification. In the upper part of the field 
the cells lining the glands have very vacuolated cytoplasm, The stroma 
is relatively scanty. 
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A low-power view of the ovarian tumour, showing the columns of cells 
arranged in whorls. 
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High-power views of the tumour. (a) a frozen section, (b) a paraffin section, 
and (c) a frozen section stained for fat. The fatty droplets have been dissolved 
out in the preparation of the section (b), and the cells are very vacuolated. 


Fic. 6a. Fic. 6b. 

J » 

ook 

van We the 

Fic. 6c. 

2 


LIPOID RICH GRANULOSA-CELL TUMOUR 


monal effect of these tumours and states that ‘‘when the endo- 
metrium has been examined it has been found hyperplastic.’’ He 
gives, however, a report on the state of the endometrium of only 
one of his 5 cases (No. 5). He describes the endometrium in this 
case as being hyperplastic, but the photomicrograph shown 
does not support this. Indeed the appearance illustrated of an 
abundant stroma and very few dilated glands lined by low 
epithelium is much more suggestive of atrophy. Three of Loeffler’s 
and Priesel’s 10 cases showed uterine polypi, and in one of these 
the histological description is that of genuine hyperplasia, but 
the condition was associated with a fibroid. There was no true 
endometrial hyperplasia in the other cases in which the uterine 
mucosa was examined, and the evidence for Geist’s statement 
that these tumours have hormonal effects is not convincing. 

We are of the opinion that the quoted authors, Loeffler and 
Priesel, and Geist, have not succeeded in proving their case as 
to the existence of a special group of ovarian tumours with 
specific naked eye and histological appearances and a typical 
symptomatology. We have devoted what appears to be an unduly 
large amount of space to the discussion of the so-called theca-cell 
tumours, but would plead as justification that we have not yet 
- seen a critical review on the group as a whole. The tumour we 
report has the typical histological structure of a granulosa-cell 
tumour, and although we are of the opinion that the reticulum 
between the individual tumour cells does not suggest a tumour of 
pure epithelial type, this is no argument against its granulosa cell 
origin. 

The histological picture in granulosa-cell tumour is a very 
variable one, and three types are described, the folliculoid, the 
cylindroid and the mixed, and we have no doubt that our tumour 
is a granulosa-cell tumour of the cylindroid type. The moiré 
silk pattern is well marked and the only unusual feature is the 
very high lipoid content of the tumour cells. In an admittedly 
incomplete survey of the recent literature we find but few refer- 
ences to granulosa-cell tumours of high lipoid content. In 1933 
Plate reported a case in a girl aged 23 years similar in many ways 
to our own, under the title ‘“‘Folliculome Lipidique’’ (Lecéne). 
It was also of cylindroid type with, in places, a well-marked moiré 
silk pattern, but the lipoid content of the tumour cells was so high 
as to convert them into tall columnar cells with basal nuclei. He 
gives a thorough discussion of similar tumours in the literature, 
and mentions a case apparently identical with his own, reported 
by Lecéne’® under the name of ‘“‘folliculome lipidique’’. Plate 
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regarded his case as a luteinizing granulosa-cell tumour, and the 
patient’s history of amenorrhoea and mammary enlargement with 
colostrum formation seemed to support this name. Removal of 
the tumour was followed by the return of menstruation. In the 
following year Benda and Kraus reported a case of luteinizing 
granulosa-cell tumour in a woman aged 38 years. The tumour 
was of a butter-yellow colour, and had a histological structure of 
the cylindroid type arranged in the moiré silk pattern. The lipoid 
was doubly refracting. The patient had had amenorrhoea for 2 
years, and removal of the growth was followed by a return of the 
menses. The menses, however, were irregular and ceased less 
than 2 years after the operation. Benda and Kraus attributed the 
amenorrhoea to the luteinization of the tumour, but it is question- 
able whether this is a justifiable presumption. It is now recog- 
nized that prolonged or excessive lutein activity is often associated 
with excessive bleeding, and that an excess of oestrin, or its sudden 
withdrawal, may also be associated with the same symptom. It 
is manifestly impossible, on the menstrual history alone, to decide 
whether excessive bleeding, if of hormonal origin, is due to a 
functional excess of oestrin or of luteal hormone. It may be 
possible on the grounds of unusual development of the breasts 
before puberty or after the menopause, to suspect an overproduc- 
tion of oestrin, but until the relation and functions of these 
hormones are better known than at present it would be wise to 
rely on biological assays of these hormones before concluding 
which is at fault. In our case, unfortunately, hormone studies 
were not made, but the secretory type of endometrial hyperplasia 
and the absence of development of the breast are more in favour 
of an excess of luteal hormone than of oestrin. On the other 
hand, the onset of menopausal signs such as hot flushes which 
followed the removal of the tumour, suggest that oestrin was also 
being produced by the growth. It would appear that there are 
fairly reasonable grounds for suggesting that the tumour we 
report was a luteinizing granulosa-cell tumour, with presumptive 
clinical evidence of the action of both oestrin and corpus luteum 
hormone. Until full hormonal studies of tumours of this type 
have been made, we should prefer to give it the non-committal 
name of lipoid-rich granulosa-cell tumour. It is interesting that 
these reported cases of granulosa-cell tumour with a high lipoid 
content have been of the cylindroid type with the moiré pattern 
(Lecéne, Plate, Benda and Kraus, and our own). 

One might imagine, on general grounds, that a growth with 
such a special histological structure might differ functionally as 
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well as morphologically from the other granulosa-cell tumours, 
and it would be tempting to suggest that such tumours are especi- 
ally liable to store lipoids. The number of reported cases, how- 
ever, is so small that it is possible to attribute this simply to 
coincidence. It is to be hoped that data with regard to the lipoid 
content of granulosa-cell tumours will accumulate in time, and 
determine whether the moiré pattern type is more liable to store 
lipoids than the other varieties. 

Twelve months after the operation the patient did not show 
any evidence of recurrence. The naked-eye appearances of the 
tumour with its perfect encapsulation suggested a benign growth, 
and this was supported by microscopic examination. If we are 
correct in our thesis that this tumour had undergone luteiniza- 
tion, we are justified in presuming that such differentiation would 
render malignancy an unlikely occurrence and that such changes 
are likely to be of good prognostic significance. 


REFERENCES. 


. Meyer, R. Amer. Journ. Obstet. and Gynecol., 1931, xxii, 697. 

. Pratt. Journ. Obstet. and Gynaecol. Brit. Emp., 1937, xliv, 880. 
. von Szathmary. Arch. f. Gynikol., 1933, cliii, 127. 

. Plate. Arch. f. Gynikol., 1933, cl, 643. 

. Loeffler and Priesel. Zeigler’s Beitriige, 1932, xc, 199. 

. Loeffler and Priesel. Wien. Med. Wochenschr., 1934, 1xxxiv, 400. 
. Melnick and Kanter. Amer. Journ. Obstet. and Gynecol., 1934, xxvii, 41. 
. Geist. Amer, Journ. Obstet. and Gynecol., 1935, xxx, 480, 650. 

. Huber. Zentralb. f. Gynidkol., 1937, xi, 14. 

. Fischel. Wien. Klin. Wochenschr., 1922, xxxv, 355. 

. Schiller. Arch. Path., 1938, xxv, 929. 

. Novak. Amer. Journ. Surg., 1934, xxiv, 595. 

. Motta. Arch. Obstr., 1936, xliii. 

. Benda and Kraus. Arch. f. Gynidkol., 1934, clvii, 400. 

. Klaften. Arch. f. Gyniikol., 1932, cl, 643. 

. Lecéne. quoted by Plate. 


I 
2 
3 
4 
5 
6 
a 
8 


9 
10 
II 
12 
13 
14 
15 


The Treatment of Myoma 
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P. WERNER, M.D. (Vienna). 


Professor of Obstetrics and Gynaecology, University of Vienna. 


Many methods which in former times were used in the treatment 
of myomata of the uterus, like that of Apostoli, vaporization, the 
treatment with ergot and similar preparations, are not used now, 
and there remain only two methods, namely, irradiation and 
operation. A patient with a myoma of the uterus in which the 
tumour does not cause any symptoms, and has been discovered 
only by chance during a gynaecological examination, does not 
require treatment, but must be kept under observation. The 
danger of malignant degeneration is extremely small—in the 
literature, statistics vary from 1.5 per cent to 5 per cent, and the 
first number is probably more nearly correct. If the myoma is 
not causing symptoms, it is best to keep the patient under 
observation without any treatment and to wait for spontaneous 
involution after the menopause. At the same time, one must not 
forget that in women who are the subjects of myomata of the 
uterus the menopause is often delayed as much as six to eight 
years. A woman of 50 years who has a myoma of the 
uterus, if she is complaining of any symptoms attributable to 
it, should not, therefore, be comforted with the thought that the 
menopause is near. While it is possible to keep such a patient 
under observation, in the case of other tumours of the genitalia, 
in the case of ovarian tumours operation must always be per- 
formed as soon as possible after the diagnosis is made. Ovarian 
tumours are more likely to undergo malignant degeneration, and 
this is independent of age and may occur in young persons, even 
in children. 

Just as excellent therapeutic results can be obtained in cases 
of myoma by irradiation as by operation, although the two 
procedures lead to a cure in different ways. In the case of the 
operation the tumour is removed either alone or, according to the 
conditions, with more or less of the genitalia, while irradiation 
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attacks the healthy ovaries, stops their function—and so the 
bleeding—and causes a reduction in size or disappearance of the 
tumour in the same way as obtained by the menopause. One can 
only expect good results from irradiation if, after consideration of 
each case, one chooses those which are suitable. 

The main difference between cases for radiation and operation 
can be given in a few words. Only those patients who are 
suffering from profuse but regular menstrual bleeding are suitable 
for radiation. All other patients, in whom irregular bleeding, 
discharge, pain, or fever, are present are not suitable for 
radiation, and must be operated upon. Because of the importance 
of such a decision, the contra-indications for radiation must be 
carefully considered. They are as follows: 

(1) Uncertain diagnosis. A myoma of the uterus should only 
be treated by radiation when the diagnosis is certain. Too often 
harm is done by experimental radiation on patients in whom the 
diagnosis is not clear, and so the best time for a successful 
operation is lost. For example, there are cases in which the 
cervix seems to be part of the tumour which, more or less large, 
is perhaps moderately moveable. The consistence, surroundings, 
and also the history do not seem to point definitely to the diagnosis 
of a myoma. Very frequently we have to deal here with an 
ovarian carcinoma—mostly of a solid form—in which the malig- 
nant tumour is so adherent to the uterus that it is not possible to 
isolate it by a clinical examination. In such a patient after the 
failure of radiation, so that the haemorrhages and pain continue 
and there is an increase in the size of the tumour, radiation would 
be a very incorrect treatment, as it would then probably be too 
late to operate. 

(2) Suspicion of malignancy, such as (a) a combination of 
myoma are: growth and softness of the tumour, appearance 
degeneration of the myoma. The combination of myoma and 
carcinoma of the corpus may be suspected by irregular bleeding, 
bloody and foul-smelling discharge, possible loss of weight, and 
ill appearance. Such patients should be operated upon. If for 
special reasons, however, one decides to treat the patient with 
radiation, it is necessary, at least, to perform a curettage before- 
hand and obtain curettings for microscopic examination. 

The factors which indicate sarcomatous degeneration of the 
myoma are: growth and softness of the tumour, appearance 
of bleeding; mostly growth of the tumour with amenorrhoea, 
after the spontaneous menopause or that induced by radiation. 
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Generally, a myoma grows very slowly. During pregnancy it 
may grow rather rapidly. Here there is not a real growth, but a 
serous infiltration causing enlargement of the tumour, which 
usually involutes after delivery. If a myoma grows quickly 
during observation, then one must consider the possibility of 
sarcomatous degeneration. Myomata are, as a rule, hard. 
They become softer during pregnancy, and if there is degenera- 
tion in the centre, such as hyaline, cystic, necrotic, or sarcoma- 
tous; then sarcoma should be suspected. Of special importance 
is the growth of a myoma after the menopause, whether it is 
associated with bleeding or, and what is more often the case, 
without this. It cannot be emphasized too strongly that radiation 
would be a grave mistake in such a case. A myoma does not 
grow after the menopause. If it appears to do so then it is 
degenerating, and the case is not suitable for radiation. The 
widespread opinion, based on different statements in the 
literature, that sarcoma of the uterus is especially suitable for 
radiation, that it becomes smaller very quickly and disappears 
entirely, is erroneous. Frequent observation has shown that this 
opinion is not correct. On the contrary one has had the very 
worst experience with radiation of uterine sarcoma and, if only 
the diagnosis was correct, radiation did not in the least change 
the rapid course of the disease. 

(3) Submucous myoma. Ina submucous myoma the bleeding 
arises not only from the change in the mucous membrane due to 
the influence of the ovarian secretion, but also independently of 
the ovary from the bursting of the many thin-walled small veins 
such as are found on the surface of a submucous myoma, the 
mucous membrane of which being often thin. Such bleeding 
cannot be influenced by radiation. Consequently radiation cannot 
be successful. Besides the tumour may necrose if the blood-supply 
suffers during the rapid involution which follows radiation. The 
treatment is, therefore, not only unsuccessful, but it does harm. 

If a submucous myoma is palpable through the os uteri, or if 
it has come through it, then the diagnosis is easy. If such a 
diagnosis cannot be made, there are symptoms which, if inter- 
preted correctly, may lead to a right diagnosis. The history is 
striking. Such patients complain about irregular bleeding inde- 
pendent of menstruation and of cramp-like pains during the 
bleeding. These cramp-like pains are not to be considered as 
simple dysmenorrhoea, since menstruation may have been painless 
for many years. Ifa multipara suddenly complains of cramp-like 
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pains during menstruation becoming more severe during the next 
period, the explanation is that the submucous myoma is acting as 
a foreign body and the uterus tries to expel it. The uterus is 
usually symmetrically enlarged, not uneven and irregular as with 
intramural tumours, and has a peculiar, elastic consistence. 
These signs are due to the fact that a submucous myoma is often 
solitary and the uterine wall is drawn over the hard tumour like 
a capsule. Taking all these things into consideration, one can 
usually suspect the presence of a submucous myoma even if it is 
attached by a broad base to the wall of the uterus. 

(4) Incarcerated myoma. Tumours which are incarcerated in 
the pelvis and are, therefore, immobile should not be irradiated, 
but should be operated upon. Even if the radiation is successful 
there is not any immediate shrinking of the tumour, but first 
there is reactive swelling which is followed by shrinking only 
after some time. If the tumour fills the pelvis completely and 
enlarges still more, then there follows a compression of the hollow 
organs contained in the pelvis, especially of the urethra, with 
alarming symptoms which demand operation. 

(5) All varieties of degeneration. Necrosis, infection, or other 
degeneration of the myoma, contra-indicate radiation. 

(6) Myoma with accompanying severe inflammation of the 
adnexa, especially pyosalpinx. Here also the symptom is not 
bleeding but pain, discharge, and eventually fever. Irradiation 
may, in causing shrinkage of the tumour, lead to increased pain 
by pulling on the adhesions, and even the rupture of a large 
pyosalpinx. 

(7) Very large myoma. Tumours which reach above the 
umbilicus must never be radiated. In such myomata the situation 
of the ovaries cannot be determined; they may lie on the upper 
surface of the tumour or deep in the pelvis, according to the 
situation in the uterus from which the myoma has developed. 
Consequently, one is not sure whether the ovaries can be reached 
by the necessary dosage, and for this same reason radiation is not 
successful. Even if one succeeds, by a happy chance, to stop the 
function of the ovaries by the application of the full dosage, such 
a treatment is still dangerous to the patient, because in the case of 
such large tumours the marked involution of the tissues following 
the radiation may easily cause disturbances of nutrition in the 
tumour and its necrosis. 

(8) Finally, among the contra-indications for radiation is the 
combination of a myoma with pregnancy. 
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Before the type of therapy is decided upon, taking into 
consideration the above-mentioned contra-indications for radia- 
tion, the results of the two methods are as follows. Radiation is, 
in suitable cases, able to arrest the bleeding entirely, and to cause 
a myoma as large as a child’s head either to disappear or to 
diminish considerably in size. Larger myomata are not usually 
completely destroyed. Radiation which can be brought about 
either by X-rays or radium is devoid of mortality (only in the 
intra-uterine treatment with radium has death occurred) and, 
practically, of morbidity. Radiation can be used for ambulatory 
patients. Unfortunately, disturbances of the vascular and nervous 
systems frequently result, which are observed to be greater in 
intensity than those following operative removal or spontaneous 
menopause. 

An operation invokes a longer or shorter stay in hospital. 


Operation has, too, a certain small mortality, mostly in very | 


severe cases which, certainly, would not be suitable for irradiation. 
On the other hand, in many cases the myoma can be removed by 
myomectomy, the uterus and adnexa being left intact, so that 
pregnancy is still possible. Only in very severe cases is total 
extirpation of the uterus, together with the adnexa, necessary. In 
view of the present-day vaginal technique, most of these opera- 
tions can be performed by the vaginal route with consequently less 
danger to the patients, and even in many cases with preservation 
of the ovarian function. 

If one compares the advantages and disadvantages of both 
methods of treatment, the preference should be given to operative 
procedures, and radiation used only if there are present in the 
patient important contra-indications to operation, such as diseases 
of the heart, lungs, or, especially, fear of the operation. 

Of special importance is the combination of a myoma and 
pregnancy. It is true that myomata are very often associated with 
sterility and that a woman may become pregnant after the removal 
of the myoma. Conception also occurs with myoma. The danger 
to a pregnant patient who has a myoma lies not so much in a 
difficult or impossible delivery, as in that of unpleasant complica- 
tions which may occur during pregnancy and during the 
puerperium. A cervical or fixed pedunculated myoma cannot be 
drawn up during labour and cannot be replaced during delivery. 
Moreover, such tumours do not always hinder spontaneous 
delivery because, owing to their softness, they may be flattened 
out so that the child can pass them. On the other hand, myomata 
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frequently cause an early interruption of the pregnancy—perhaps 
because there is not enough room, or that the infiltration of the 
wall of the uterus with the myoma does not permit the uterus to 
expand sufficiently. Such tumours frequently cause severe pain, 
due to the fact that in their enlargement they stretch the capsule 
which surrounds them, and so pain results. In such cases one 
frequently has to enucleate the myoma and, as a rule, the 
pregnancy goes on without disturbance. It may be that the 
delivery of the placenta might be delayed either mechanically or 
because it is attached directly over the site of the tumour. During 
the puerperium, due to the superinvolution, the tumour sometimes 
necroses, and probably infection and suppuration are also present. 
This is a serious complication that demands immediate surgical 
intervention. 

A myoma that is enlarged during pregnancy may during the 
puerperium become smaller and even disappear. Thus in the 
latter case there is spontaneous recovery from the myoma during 
the childbearing age of the woman, a result which one can, 
otherwise, hope for only after the menopause. 
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Late Obstetric Tutor, Queen’s University, Belfast. 


THE following paper is an attempt to assess the value of the 
urea clearance test in pregnancy with special reference to the 
toxaemias of pregnancy. In all 671 tests were carried out on 
243 patients, all of whom were attending the Royal Maternity 
Hospital, Belfast, between October 1936 and April 1938. 

The urea clearance was first determined for normal pregnant 
women and then tests were made both before and after delivery 
on women with toxaemia and also on some patients who had 
pyelitis of pregnancy. 

TECHNIQUE. 

The test was ‘carried out on both in-patients and out-patients. 
All the patients suffering from toxaemia were in-patients at the 
time of the test; about 50 per cent of the non-toxic patients and 
also most of the cases followed up at periods of more than one 
month after delivery were out-patients. The test was performed 
in the morning and only a light breakfast without tea or coffee was 
allowed before the test. The specimens of urine were all obtained 
by catheter since it was found that many pregnant, and more 
particularly puerperal women, did not completely empty the 
bladder. In the case of the out-patients a glass of water was 
given each hour to the patient to sip, as otherwise in many cases 
the volume of urine obtained was extremely small. The results 
obtained when this technique was established were remarkably 
constant. 

Both the blood-urea and the urinary-urea were estimated by 
the urease method. This method of urinary analysis includes the 
pre-formed ammonia. Van Slyke’ finds that more consistent 
clearances are obtained from urea+ammonia than from urea 
alone. 

Non-Toxic PATIENTS. 

Fifty-four tests were made on 41 normal women who did not 
develop any clinical evidence of toxaemia when followed through- 
out the whole of the pregnancy and the first 10 days of the 
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puerperium. If the patient was a multipara the previous preg- 
nancy or pregnancies had been normal. The tests were performed 
at all periods but for purposes of comparison they have been 
divided into four groups, namely those taken in the first, second, 
and third trimesters and one week after delivery. There were 11 
tests in the first trimester, 11 in the second, 20 in the third, and 
12 after delivery. The results obtained are shown in Table I. 


TAeLeE I. 
Blood-urea Urea clearance test 
(milligrams per cent) (per cent) 
First trimester... ....... 19 (10 to 49) 135 (106 to 185) 
Second trimester ‘32 132 (85 to 189) 
Third trimester... ... «. (8 to 135 (78 to 195) 
One week after delivery ... 24 (18 to 40) 137 (96 to 203) 


In this series the blood-urea in only one case during preg- 
nancy was over 24 milligrams per cent—this was one case in the 
first trimester in which the blood-urea was 49 milligrams per cent 
although the clearance was 108 per cent. Nice* in a study of 13 
cases states that there is a rough inverse proportional relation 
between the blood-urea and the clearance. In our cases the blood- 
urea does not bear any definite relation to the clearance, which 
averages the same during and after pregnancy, although the 
average blood-urea is considerably higher in the puerperium. A 
blood-urea of g to 10 milligrams per cent during pregnancy is not 
unusual. 

During normal pregnancy only two clearance tests were below 
100 per cent, i.e., 85 and 78, and these both occurred in the same 
patient at different periods of the pregnancy and another test taken 
between these two gave a result of 125 per cent. 

Age and parity did not have any influence on the blood-urea 
or on the clearance. 

In g other apparently normal cases in which tests were per- 
formed toxaemic symptoms developed later in the pregnancy; 24 
tests were carried out on these 9 cases. In 6 of these cases the 
clearance was normal (average blood-urea 16 milligrams and 
clearance 125 per cent). Several months later repeat tests in 5 of 
these 6 patients who were still normal clinically gave an average 
blood-urea of 19 milligrams per cent and a clearance of 65 per 
cent and in only one of these patients was the clearance still 
normal. The sixth patient developed toxaemia before a second 
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test was made and when this occurred the clearance was 64 per 
cent. The other 3 patients all gave poor results although the test 
was repeated twice in each case. The average blood-urea was 19 
milligrams per cent and the urea clearance 83 per cent. In these 
cases it is interesting to note that the signs and symptoms of 
toxaemia appeared in some patients only several months after 
there was evidence of renal damage by the clearance tests. 
Therefore, in spite of the small number of cases there is definite 
evidence that if a low clearance occurs in an apparently well 
woman she will later in the pregnancy develop toxaemia. The 
blood-urea alone is of little value. The clearance apparently may 
be low for several months before the onset of toxaemia. As in 6 
of the 9 cases (66 per cent) the clearance at the first test was 
normal, the low reading which was obtained before the onset 
of the toxaemia was not necessarily evidence of a kidney damaged 
before the onset of the pregnancy. In all clinically normal cases 
if the clearance is low it should be repeated, although we have 
found that there is rarely a difference of more than 20 per cent in 
repeat tests. Harrison* stresses the point that small variations in 
the clearance tests are without significance and that a difference 
of 20 per cent is to be expected. 

These results in normal pregnant women agree with certain 
other writers (see Table II) but are somewhat different from those 
obtained by Cantarow and Ricchiuti‘. Their results in apparently 
normal women vary from 28 to 184 per cent with 52.6 per cent of 
tests under 75 per cent, and values of 50 per cent or under were 
obtained in 23.6 per cent of cases. These authors also state that 
the clearance diminished as the pregnancy advanced. We found 


TaRLeE II. 
Number of Urea clearance test 
Authority tests (per cent) 

Cantarow and Ricchiutit ... 39 75-0 (28 to 184) 
Hurwitz and'Obler® ... 5 127.0 (83 to 161) 
Stander, Ashton and Cadden ... 4 99.5 (92 to 110) 
Dieckmann’ 102.3 + 30.9 

10 (after delivery) 124.5+39.2 
Cadden and McLane® Sees 9 122.7 

11 (after delivery) 104.2 
Elden and Cooney®... ... ... 19 60 to 118 


12 (after delivery) 137-0 (96 to 203) 
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that there was not any difference with increase in the period of 
gestation although at the beginning of the investigation with a 
smaller number of cases, and before all the cases had been 
followed throughout the pregnancy, there seemed some evidence 
that the clearance fell with the advancement of the gestation. 
Dunn quoted by Nice’ states that the variations of the urea clear- 
ance test from month to month during pregnancy are not 
significant. 


CASES OF TOXAEMIA. 


One hundred and ninety-six tests were carried out before 
delivery in 170 cases of toxaemia. An attempt is not made here to 
differentiate these patients into cases of pre-eclamptic toxaemia, 
chronic nephritis, or essential hypertension. There were 70 primi- 
gravidae, 49 multiparae in whom the previous pregnancy or 
pregnancies had been normal, and in 51 cases there was recurrent 
toxaemia, the patients showing definite evidence of toxaemia in 
one of more previous pregnancy. 

Most of the clearance tests were performed shortly after 
admission to hospital but the period during which the toxaemia 
had lasted varied considerably in the different patients. The 
majority of the tests were made during the last 3 months of preg- 
nancy. Cases of eclampsia have not been classed by themselves 
as there is no essential difference between cases of pre-eclampsia 
and eclampsia. In the cases of eclampsia the tests were not 
carried out until the fits had been controlled, i.e. usually a few 
days after delivery. The results are in Table III. 


Taste III. 
Number Blood-urea Urea clearance 
of (milligrams test 
Type of case tests per cent) (per cent) 
All cases of toxaemia ....... 196 20 (9 to 45) 77 (19 to 190) 
Primigravidae ...  ... . 86 19 (9 to 38) 77 (19 to 165) 


Multigravidae (previous preg- 

nancies normal) ... n°) 21 (11 to 40) _75 (32 to 190) 
Cases with recurrent toxaemia ... 51 20 (9g to 45) 80 (26 to 152) 
Normal (third trimester)... .... 20 12 (8 to 21) 135 (78 to 195) 


The cases of toxaemia were then sub-divided clinically into 
severe and moderate cases. The division is difficult but the points 
in a severe case were blood-pressure over 160/110 mm. Hg. with 
or without albuminuria. The general appearance, oedema and 
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visual disturbances were all taken into consideration. It was found 
that in the more severe type of case the blood-urea was slightly 
higher and the clearance somewhat lower but the difference was 
not great, e.g. in the severe cases the average blood-urea was 
20.7 milligrams per cent and the clearance 73 per cent, while in 
the less severe cases the average blood-urea was 19.8 milligrams 
per cent and the clearance was 82 per cent. The difierence in the 
clearance in the severe and moderately severe cases was greater 
in primigravidae (17 per cent) than in those patients with 
recurrent toxaemia (3 per cent). 

From Table IV it is seen that the clearance does not vary 
appreciably with the age of the patient. This is what is to be 
expected within the limits of the child-bearing age. Parity was 
not taken into account in order to obtain a sufficient number of 
cases to make the investigation of value. 


TABLE IV. 
Number Average blood- Average urea 

Age of urea (milligrams clearance 

(years) cases per cent) (per cent) 
7 23.0 84 
21 to 25 20.0 75 
31 to 35 19.5 73 
36 to 40 280 19.7 99 
Over 40 25.3 80 


The following are the results of other workers. Hurwitz and 
Ohler’ divide their abnormal cases into the following: 

1. Toxaemia (21 cases). Average urea clearance test III per 
cent. (36 to 178). 

2. Chronic nephritis (17 cases). Average urea clearance test 
64 per cent. (28 to 121). 

3. Eclampsia (5 cases). Average urea clearance test 61 per 
cent. (8 to 150). 

The average for all these cases is 86.3 per cent. They include 
under chronic nephritis the following: 

(a) Definite history of nephritis before becoming pregnant. 

(b) High blood-pressure and albuminuria in early months of 
pregnancy (up to fifth month). 

(c) Those who continued with a high blood-pressure (over 
116 mm. Hg.) for some months after delivery. 

Dieckmann’ divides his cases into the following groups: 

Group 1. Acute or pre-eclamptic toxaemias—most primi- 
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gravidae, normal until last trimester when symptoms and signs 
of toxaemia developed. 

Group 2. Patients with history of previous toxaemias of 
pregnancy, acute nephritis (rare) or hypertension. 

Group 3. This includes multiparae in whom the past history 
has been negative. 

Group I (25 cases). Urea clearance test 50.5 per cent + 15.2. 

Group 2 (35 cases). Urea clearance test 57.4 per cent + 22.0. 

Group 3 (24 cases). Urea clearance test 38.7 per cent + 16.3. 

Eclampsia (26 cases). Urea clearance test 57.2 per cent + 24.0 
(after delivery). 

Abruptio placentae. (26 cases). Urea clearance test 56 per cent 
+15.3 (after delivery). 

Cantarow and Ricchiuti* in 7 cases of chronic nephritis 
obtained values from 50 to 51 per cent. 

Bell, Gilmour and Cameron’’ in 3 cases of pre-eclamptic 
toxaemia obtained an average clearance of 70.6 per cent (63 to 
75): 
Stander, Ashton and Cadden* divided their cases into: 

1. Low-reserve kidney (3 cases). Urea clearance test 62 to 
122 per cent. 

2. Chronic nephritis (9 cases). Urea clearance test 55 to 94 
per cent. 

_ In our present series 79 cases (primigravidae and multiparae) 
were divided into groups of pre-eclamptic toxaemia and of chronic 
nephritis. The cases with recurrent toxaemia were not included 
in either group and 40 cases were not followed up for long enough 
periods to be differentiated into pre-eclampsia or chronic nephritis. 
Cases were classed as chronic nephritis if there were: 

1. A history of nephritis before pregnancy (uncommon). 

2. Clinical evidence of toxaemia before the twenty-eighth 
week. 

3. Evidence of hypertension or/and albuminuria or/and 
oedema about 6 months after delivery. 


RESULTS. 


Group 1. Pre-eclamptic toxaemia (57 cases). Average urea 
clearance test 88 per cent (I9 to 190). 

Group 2. Chronic nephritis (22 cases). Average urea clearance 
test 58 per cent (33 to 92). 

Group 3. Eclampsia (8 cases) (1 week after delivery). Average 
urea clearance test 75 per cent (41 to 144). 
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Group 4. Abruptio placentae (4 cases) (1 week after delivery). 
Average urea clearance test go per cent (81 to 103). 

This division is not of great value as hypertension, albuminuria 
and oedema 6 months after delivery may be the result of the 
toxaemia and not necessarily evidence of previous chronic 
nephritis. The only point that is of importance is whether the 
kidney is or is not permanently damaged. 


FOLLOW-UP OF CASES OF TOXAEMIA. 

These patients were then followed up after delivery. They 
were examined 1 week and 1 month after delivery and as many 
as possible of those who had not completely recovered were 
re-examined at approximately 3 months, 6 months, and 1 and 13 
years after delivery. Table V shows the results 1 week after 
delivery. 


TABLE V. 
Number Blood-urea Urea clearance 
of "(milligrams test 
Type of case tests per cent) (per cent) 

All cases of toxaemia... .... III 23.0 (9 to 41) 96.0 (22 to 197) 
Primiparae 22.5 to 37) 100.0 (22 to 197) 

Multiparae (previous preg- 
nancies normal) ...  ... 29 22.0 (11 to 35) 103.5 (41 to 193) 
Cases with recurrent toxaemia 34 25.0 (11 to 42) 83.5 (36 to 161) 
Normal 24.0 (18 to 40) 137.0 (96 to 203) 


There was very little difference in the clearance I week after 
delivery in the severe and less severe cases (95 per cent and 97 
per cent respectively) but the percentage increase in the more 
severe type of case was 30 per cent, while those of moderate 
severity showed a percentage increase of only 18 per cent. 
Therefore it appears that the severity of the case before delivery 
is not necessarily any index as regards prognosis. 

Table 6 shows the urea clearance before and after delivery in 


the different types of case. 
TaBLe VI. 


Urea clearance test 


Before delivery After delivery 
Type of case (per cent) (per cent) 
Primiparae 76.9 100.0 
Multiparae 76.5 103.5 
Recurrent toxaemia ...... 79.7 83.5 
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An interesting point made clear from Tables V and VI is that 
the recovery within 7 days after delivery is very definite and about 
equal in primiparae and in multiparae in whom previous preg- 
nancies have been normal, but is very slight in cases of recurrent 
toxaemia, clearly showing that the kidneys have been partially 
damaged by the toxaemia. 

One month after delivery repeat clearances were carried out 
on those patients in whom the clearance was low 7 days after 
delivery. The results obtained were as follows: the average 
clearance in primiparae was 93 per cent, in multiparae 79 per 
cent, and in those patients who had had recurrent toxaemia the 
clearance was only 40 per cent. 

Out of 170 patients with toxaemia 107 (62.9 per cent) were 
followed up either until normal both clinically and according to 
the clearance test or for periods of 6 to 18 months after delivery. 
Forty-one of these patients were primiparae, 29 were multiparae 
and 37 were cases of recurrent toxaemia. The other 63 patients 
were not delivered, only delivered for a short time, or could not 
be traced. 

Out of the 107 cases followed up 35 (32.7 per cent) were well 
in one week after delivery both clinically (normal blood-pressure, 
no albuminuria and no oedema) and according to the clearance 
test. The average clearance before delivery in these patients was 
84 per cent (19 to 165) and after delivery 130 per cent (96 to 195). 
On further analysis it was found that of these patients who were 
well in 7 days after delivery 49 per cent were primiparae, 3I per 
cent multiparae, but there were only 16 per cent of those who had 
recurrent toxaemia. 

About half of these patients were seen approximately 6 
months to 1 year after delivery and all were well with normal 
blood-pressure and urine, and the average blood-urea was 24 
milligrams per cent and the clearance 101 per cent. 

Fifty-eight cases (54 per cent) had persistently low clearance 
tests. Repeat tests in these patients gave remarkably constant 
results. The average clearance before delivery was 69 per cent 
and 6 to 18 months after delivery was still 69 per cent. It was 
found that 36 per cent of the primiparae, 55 per cent of the 
multiparae, and 73 per cent of the patients who had had recurrent 
toxaemia did not recover completely. 

These patients are interesting for many showed very little or 
no evidence clinically of renal damage. They were followed up 
for periods of 4 months to 1} years after delivery. Of the 58 
patients with low clearance tests 41 never recovered completely 
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from the hypertension, albuminuria or oedema although many 
said that they felt quite well, and in a considerable number the 
signs of renal damage were slight. Fifteen were normal on 
clinical examination and felt well—these need following up for 
several years to find if the low clearance is of significance. Two 
cases are of great interest—both these patients stated that they felt 
perfectly well and they had not any signs of renal damage up to 
periods of 9 months and one year respectively after delivery, but 
when seen 6 months later they both had some oedema of the legs. 

Six patients (5.6 per cent) recovered very slowly and the clear- 
ance test and the clinical condition did not become normal 
until 9 to 12 months after delivery—in one case the clearance 
lagged behind the clinical condition, in the other cases it corre- 
sponded. 

Seven patients (6.5 per cent) were left with persistently high 
blood-pressure although the clearance became normal a week 
or two after delivery. These were probably cases of essential 
hypertension and one patient gave a history of a raised blood- 
pressure before marriage. 

One case is especially interesting. The clearance rose to 162 
per cent 7 days after delivery and 2 months later was the same 
although the clinical condition was still poor (blood-pressure of 
186/110 and albuminuria present). However one year after 
delivery the patient was well without albuminuria and with a 
blood-pressure of 130/110 and she was 7 months pregnant. This 
indicates that the clearance should definitely be taken into account 
with the clinical condition when the prognosis is considered. 

It was found that the clearance falls with repeated attacks of 
toxaemia (see. Table VII). 


Taste VII. 
Urea clearance test 
Number 
of Before delivery After delivery 
Type of case cases (per cent) (per cent) 
Toxaemia in 1 previous 
Toxaemia in 2 previous 
pregnancies 76.4 85 
Toxaemia in 3 or more 
previous pregnancies ... 8 68.0 75 


In addition 5 pregnant women were seen who had all had 
toxaemia in one or more previous pregnancy but who did not 
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show any clinical evidence of toxaemia when examined. Three 
of these patients had normal clearances (104 to 167 per cent). One 
patient had been examined 6 months after the previous induction 
and the clearance was then go per cent. Only one of these 
patients has since been delivered and there were not any signs 
of toxaemia. The other 2 patients had low clearances (57 and 74 
per cent) and one has since been delivered—there was not any 
evidence of toxaemia, and 4 months later although still well the 
clearance was 66 per cent and one year later had risen to gI per 
cent. 

Repeat clearance tests were carried out on 34 patients under 
treatment for toxaemia. These cases were not of extreme severity, 
as labour was usually induced in very severe cases within 24 
hours of admission to hospital. The duration of treatment in these 
34 cases varied from I to 14 weeks except for one very mild 
case which was watched for 6 months. 

In 16 patients the clearance improved during treatment and 
the clinical condition had improved in 10 and remained stationary 
in 6. In the 10 who had improved the percentage increase in 
clearance was 63 and in those who had remained the same it 
was 22.5 per cent. In 18 cases the clearance fell. Of these 5 
patients became much worse clinically (fall in clearance was 35 
per cent) and 13 remained more or less the same (fall in clearance 
was 28 per cent). In one patient the clearance fell from 80 to 60 
per cent although the general condition appeared much improved. 
These results show that on the whole the clearance corresponds 
with the general condition and if the clearance is not falling it 
may be worth while withholding induction in an effort to obtain 
a living child. 


UREA CLEARANCE TEST IN PYELITIS. 


Twenty-five tests were carried out on 14 patients with pyelitis 
—15 before and ro after delivery. The average blood-urea was 
1g milligrams per cent (9 to 31) and the clearance 79.7 per cent 
(34 to 113). In only 4 cases was the clearance over 100 per cent. 
Most of the patients were 5, 6, or 7 months pregnant. 

A few weeks after delivery the urine had become sterile in 3 
of the patients but bacillus coli were still present in the urine of 
7 of the others. The average clearance for the patients with sterile 
urine was 125 per cent and for those with infected urine it was 
68 per cent. 
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CONCLUSIONS. 

In drawing conclusions several facts must be remembered. A 
normal clearance test does not necessarily mean a normal kidney 
—Harrison* states that the test is ‘‘ probably normal until two- 
thirds to three-quarters of the renal tissue has been rendered 
functionless. If the tests are normal the kidneys may be healthy, 
or slightly damaged, or moderately deficient in function but they 
cannot be seriously damaged.’’ Also the clearance value is 
influenced by alteration in the circulation-rate and oxygen supply 
to the kidneys, so the results are lowered by severe anaemia and 
cardiac decompensation, e.g. in one of our cases of toxaemia in 
which the patient had a severe degree of anaemia (haemoglobin 
25 per cent) the clearance was 18 per cent but rose rapidly to 
66 per cent with treatment of the anaemia and rise of the 
haemoglobin to 50 per cent, and in one very mild case of toxaemia 
the patient having cardiac decompensation, the clearance was 
65 per cent. 

A low clearance in an apparently well patient should be 
repeated and it must always be kept in mind that variations of 
less than 20 per cent are not of any significance. The clearance 
results in this series were less constant after than before delivery. 
Harrison* says that in severe renal damage the clearance is more 
fixed than in normal people. 

Each case, therefore, must be considered separately and on 
its own merits and the clinical condition of the patient and result 
of the clearance tests should be taken together—the clearance 
extends but can never replace clinical investigation. 

From the data obtained there seems to be definite agreement 
in most cases between the clinical condition and the results of the 
clearance tests. This is reassuring, but if the value of the test is 
merely to confirm the clinical diagnosis it may not be worth the 
necessary trouble and expense. But the test is of more value 
than this. 

The differential diagnosis between pre-eclamptic toxaemia, 
chronic nephritis, and essential hypertension is made much easier 
by the urea clearance test. Before delivery a high value excludes 
chronic nephritis and if the blood-pressure remains high with 
little other evidence of toxaemia and a high clearance the case 
is probably one of essential hypertension. If the clearance is 
low the result is of no value whatsoever in pregnancy in the dif- 
ferentiation of pre-eclamptic toxaemia, chronic nephritis and 
essential hypertension but the result after delivery is of great 
value—most patients suffering from pre-eclamptic toxaemia 
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show a rapid rise within a week or two of delivery while in chronic 
nephritis the percentage rise is much less and the clearance never 
reaches a normal level. 

The follow-up of patients shows that if the clearance is high 
during the toxaemia the prognosis is good even if the degree of 
toxaemia is clinically severe, and the same may be said if the 
clearance rises to over 100 per cent within a week or so of 
delivery even if the clinical condition lags behind. 

The clearance test is of most value several months after 
delivery when low tests show definite renal damage at a time when 
clinical signs may be very slight, or even absent, although 
possibly on repeated clinical examination some evidence may 
be found in practically all cases. The test is not of any assistance 
with respect to the cause of the renal damage but it is of little 
significance whether the kidney has not recovered completely 
from pre-eclamptic toxaemia or whether it was damaged previous 
to the pregnancy. 

The gradual increase of clearance and improvement in the 
clinical condition in some patients after several months are 
thought by Stander, Ashton and Cadden‘ to be due either to 
hypertrophy of the remaining renal tissue or to a slowly de- 
creasing areolar spasm of the renal vessels causing increased 
filtration. 

Although the period in this series during which the patients 
have been followed up is not long enough to know what the 
significance is of a low clearance test without signs and symptoms 
of renal damage, a low clearance is sufficient in our opinion to 
forbid a future pregnancy for at least 2 years, when a further 
clinical examination and clearance test should be repeated. 
Stander, Ashton and Cadden‘ think that a clearance below 80 
per cent is very strongly suggestive of renal damage, therefore, 
it is a very serious thing to recommend a further pregnancy if 
the clearance is low. Ifa low clearance occurs in an apparently 
normal pregnant woman it calls for extreme watchfulness on the 
part of the attendant. 

The clearance test is also useful during treatment of toxaemia 
—if the test is rising or remaining stationary conservative treat- 
ment can be continued with confidence. _ 


I have to thank Professor C. G. Lowry, Mr. H. L. Hardy 
Greer, Mr. C. H. G. Macafee, Mr. H. C. Lowry and Mr. H. I. 
McClure for permission to examine their patients and for help 
in other ways; also my Fellow-residents and the Sisters and 
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Staff-nurses at the Royal Maternity Hospital, Belfast, who 
obtained the necessary specimens and assisted in the clerical work. 
I am greatly indebted to Dr. J. V. Wilson and Dr. J. H. McCoy 
who performed all the bio-chemical analyses and to Mr. H. I. 
McClure and Dr. G. A. Craig for helpful criticism. 
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A Case of Disgerminoma of the Ovary, Associated with 
Masculinity 


BY 


ALFRED GouGH, Ch.M. (Leeds), F.R.C.S. (Eng.), F.C.0.G. 
Senior Surgeon, Hospital for Women, Leeds. 


I was asked to see this patient by my colleague, Dr. H. G. Gar- 
land. When I first saw her she was 153 years of age. She had 
never menstruated. Medical advice had been sought on account 
of recurring attacks of pain in the left iliac region during the 
previous nine months. 

In a female ward she presented a strikingly incongruous aspect, 
as her external characters were of the masculine type. She was 
a big hefty fellow, broad-shouldered and muscular. There was 
a considerable growth of hair on the chin. The pomum Adami 
was prominent and she had a deep bass voice. The breasts were 
like those of a boy. The pubic hair extended up to the umbilicus, 
and there was much hair on the limbs. 

At school her favourite subjects were mathematics and draw- 
ing. She had no liking for needlework. She was of a solitary 
nature, associating little with either boys or girls. 

I obtained ata later date a series of photographs, which show 
that the masculine characters appeared between the ages of ten 
and twelve. At ten she looked like an ordinary girl, but a twelve 
her appearance had become decidedly masculine. Allowance 
must be made for the changes at puberty, but it is seldom that 
these changes are manifest before the age of twelve. 

On abdominal examination a hard movable tumour the size of 
a coconut was felt in the hypogastrium. Under an anaesthetic 
a further examination was made from below. The clitoris was 
very large, the vulva and vagina were normal. The uterus was 
present, but it was very small, a sound entering only 1} inches 
(4 centimetres). The tumour was felt to be separate from the 
uterus. 

Operation on September I0, 1936. When the abdominal cavity 
had been opened it was seen that the tumour was in the position 
of the left ovary. The right ovary was represented by a firm 
fibrous ridge on the posterior surface of the broad ligament. Its 
dimensions were } x } inches (12 x 3 millimetres) and it was, there- 
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fore, no larger than the ovary of a new-born infant. The uterus 
and Fallopian tubes were well-formed but of small size. As the 
tumour had not a good pedicle, it was thought well to remove 
the left tube with it. 

The tumour measured 12 x 10x7 centimetres and its weight 
was 440 grammes or 153 ounces. In colour it was milky-white with 
mauve dappling. Its surface was smooth and it presented some 
rounded bosses up to 4 centimetres in diameter. There was a 
semi-detached lobule arising almost independently from the broad 
ligament and measuring 5 x 3x3 centimetres. This subsidiary 
mass had some calcification in part of its surface zone: it was 
lobulated like the main growth. The tumour was well encapsuled 
and its consistence resembled that of a firm myoma. 

On section the tumour was white and encephaloid in appear- 
ance. The mass was to some extent subdivided by partitions of 
connective tisue. 

Histologically, it was found to be a solid epithelial type of 
neoplasm, composed of extensive tracts of spheroidal cells with 
large nuclei. There were only a few mitotic figures. There was a 
fibrous capsule of some thickness, though small groups of tumour 
cells had infiltrated into the capsule. The histological characters 
were almost identical with those of a seminoma. The general 
appearance of the tumour cells was suggestive of a high degree 
of malignancy, but against this was the well-formed capsule and 
the small number of dividing cells. 

This corresponds exactly with Robert Meyer’s' description of 
a disgerminoma. These tumours are believed to arise in un- 
differentiated germ-cells. According to Meyer’s exposition, as I 
understand it, this individual has been from the beginning a 
pseudo-hermaphrodite, and the masculine characters are not due 
to the tumour. I must say that I have difficulty in accepting this 
view. In this case there must have been an abundant supply of 
male hormones, for which there seems to be no source except the 
tumour; and, as I shall mention in a moment, some of the mascu- 
line characters began to diminish after the tumour had been 
removed. I would suggest that the presence of the tumour— 
probably for several years—had inhibited the normal develop- 
ment of the other ovary. In other cases in which a similar 
tumour arises after the feminine characters are already developed, 
these characters may persist, and then we have a disgerminoma 
occurring in a normal female. 

An important practical point is that these tumours are only 
slightly malignant, and the prognostic quoad vitam is quite good. 
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This is rather surprising, since the almost identical tumours which 
occur in the male are highly malignant. 

The patient made a good recovery from the operation. Three 
months later she reported that she needed to shave only once a 
fortnight as compared with twice a week before the operation. 
The breasts were a little larger. In other respects there had been 
no change. She was seen again after the elapse of another 6 
months, but there had been no further alteration. I think it is 
unlikely that the normal feminine characters will ever develop, 
and she will remain a sexually-neutral individual. It is almost 
inconceivable that the remaining ovary can ever become a 
functionating organ. 
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The Human Foetal Electrocardiogram 
BY 


G. H. BELL, B.Sc., M.B. (Glasgow). 


Lecturer and Muirhead Demonstrator of Physiology. 


From the Institute of Physiology and the Department of Obstetrics, 
University of Glasgow. 


THE possibility of recording potentials due to the activity of the 
foetal heart in the uterus has interested electrocardiographers for a 
long time. The first paper on the subject was published in 1906; 
but since then only eight additional ones have appeared. This 
would suggest that the efforts of the workers were not greatly 
rewarded. The literature is reviewed by Steffan and Strassmann.’ 
Until 1933 it is almost certain that no one had obtained a foetal 
electrocardiogram in the human subject; although it had been 
obtained in the horse, the foetus of which is relatively much 
larger. Steffan and Strassmann, with a more sensitive instrument 
than had been previously used, obtained electrocardiographic 
records with very small waves which they advised should be 
examined with a magnifying glass; these waves are certainly 
foetal in origin. Strassmann’ reported this work again in 1936 
but added very little to the original description. 

There is no doubt that if a foetal electrocardiogram could be 
obtained with ease and certainty quite valuable clinical applica- 
tions would immediately be found. But there is no object in 
pointing out the possible applications until this happy condition 
is realized. 

The very great magnification which can be obtained by 
modern thermionic valve technique allowed of the reinvestigation 
of this subject with considerable advantage over the previous 
workers. 

METHOD. 


Apparatus. It was very soon found that a valve electro- 
cardiograph having three times the standard sensitivity of 1 cm. 
per millivolt was quite insufficient to demonstrate the small 
potentials likely to be obtained. A balanced input amplifier 
(Matthews’) was introduced into the system; this gave as much 
amplification as could be obtained without oscillation. The 
movements of the base line as a result of muscular movements 
were so great with the large coupling condensers originally recom- 
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mended that they were reduced to 0.1 and finally to 0.02 micro- 
farad. As well as preventing the base line from wandering over 
a wide range this reduction in the time-constant of the amplifier 
allowed the galvanometer to return quickly to zero after a large 
deflection evoked by an involuntary movement of the mother, or 
of the foetus, or by the greatly enlarged maternal R wave. 
Another advantage of the smaller condensers is that the interval 
between the R waves is isoelectric because the slow P and T 
waves are not amplified; this allows of the more ready detection 
of the small foetal waves. With this alteration the base line still 
shows fairly rapid random oscillations due partly to electrical 
causes but more significantly to action-potentials arising appar- 
ently from the muscles of the mother’s abdomen. The latter are 
greatly increased if the patient is uncomfortable or is nervous. 
If the foetal potential is less than these variations it cannot 
be detected. 

Leads. It was most important to determine as soon as pos- 
sible the most favourable position for leading off to the amplifier. 
The best results were obtained with one electrode on the mother’s 
abdomen over the fundus of the uterus and the other over the 
symphysis pubis. The electrodes were metal discs about 2 inches 
in diameter covered with two layers of gauze soaked in saline. 
They were held in position by broad elastic bands or, more 
conveniently, by a nurse wearing rubber gloves. A vaginal elec- 
trode was not tried as most of the patients were near term; in 
any case if the method were to prove sufficiently useful to be 
employed in a routine manner it would be rather inconvenient to 
have to use a vaginal lead. A rectum-fundus lead was tried out 
but proved to be unsatisfactory. The discomfort produced by 
the rectal electrode resulted in movements of the rectal sphincter 
which greatly disturbed the base line. The superiority of the 
longitudinal lead (fundus-symphysis pubis) over the other leads 
tried, namely, fundus-rectum, bilateral (lumbar-lumbar) and 
antero-posterior (umbilicus-lumbar vertebrae) may be due to the 
fact that in the longitudinal lead neither electrode is very near 
voluntary muscle owing to the divarication of the recti during the 
later months of pregnancy. The base line is undoubtedly least 
disturbed in the longitudinal lead. 


RESULTS. 

Fig. 1 shows an electrocardiogram obtained in the most 
favourable circumstances. The large waves are the maternal R 
waves; the smaller waves indicated by the arrows are assumed 

803 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


to be foetal deflections. These are of the order of 25 to 50 micro- 
volts. As the moving iron oscillograph used did not give deflec- 
tions exactly proportional to the applied voltage, exact measure- 
ments of voltage cannot be made. The white line at the end of 
the tracing indicates the deflection produced by 100 microvolts. 

The foetal heart-rates measured on the photographs are within 
normal limits; but since the foetal heart-rate is continuously 
varying the figure calculated from the photograph did not neces- 
sarily agree with that obtained by previous auscultation of the 
foetal heart. The waves are regular, however, and most unlike 
those which might be produced by interference from electrical 
machinery or by irregularities in the battery supply. This 
successful result was obtained in only one-third of the cases which 
have, therefore, been classified as positive. 

In the great majority of cases the foetal deflections were much 
smaller. In one-third the deflections were scarcely greater than 
the irregularities of the base line, and they could be picked 
out only with great difficulty. These cases are classified as 
doubtful. The remainder of the cases did not show any 
deflections of a foetal character and are classified as negative. 
Fig. 2 shows two tracings the upper of which is classified as 
doubtful and the lower of which is negative. It should be 
explained that since the foetal heart was heard in both instances 
there is no doubt that the foetus was alive at the time of 
examination. 

Two cases of twin pregnancy are included in the series; only 
one yielded foetal deflections. This case, illustrated in Fig. 3, is 
of special interest. It will be seen that the two deflections are 
slightly different in shape; the upper row of strokes points to the 
sharper deflections, the lower row to the slightly broader deflec- 
tions. The deflections are quite regularly spaced; that is, during 
the time of the photograph the two hearts were beating quite 
regularly but at slightly different rates, which are shown on the 
photograph. The foetal heart-rates seem to vary quite inde- 
pendently; the slower heart in the first tracing became the faster 
heart in the second tracing taken a few minutes later. An X-ray 
photograph confirmed the finding that the two foettis were pre- 
senting by the breech, with one lying somewhat obliquely. The 
foetal deflections are in the same direction as the main maternal] 
deflections. Inspection of Fig. 1 will show that in the vertex 
presentation the foetal and maternal deflections are in opposite 
directions; this is explained by the fact that in this presentation 
the two hearts, maternal and foetal, have their apices pointing in 
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opposite directions. This finding, plus the finding that in a twin 
pregnancy two sets of deflections are obtained, form the best 
proofs that the deflections are foetal in origin. The completely 
satisfying proof could be given only by simultaneous records of 
foetal heart-sounds and foetal electrocardiograms. 

In the lower part of Fig. 3 are shown the electrocardiograms 
of the twins 7 days after birth, together with the deflection for 
I millivolt. In order to make these records comparable with the 
antenatal ones they were obtained by using leads from electrodes 
on the vertex and buttocks. There is quite obvious splintering of 
the QRS complex in the case of the female which distinguishes it 
clearly from that of the male. It is very tempting to compare 
these R waves with those obtained before birth and to say that 
the deflections marked by the upper row of strokes are due to 
the male child and the other set to the female child. The fact 
that the deflections are of slightly shorter duration in the antenatal 
curves is readily explained by the fact that the coupling con- 
densers in the antenatal experiment were 0.02 mfd. while they 
were 1.0 mfd. in the other case. Since the two condensers in the 
balanced input amplifier are in series this indicates a difference 
in the time-constant of 100 times. As there is some evidence, 
however, that the form of the electrocardiogram in foetal and 
post-natal life may not be the same (Smith*) it would not be wise 
to lay too much stress on the similarity of the antenatal and post- 
natal R waves of Fig. 3. 

Steffan and Strassmann suggested that it would probably be 
found best to use leading off positions in the electrical axis of the 
foetal heart. In Fig. 3 the two deflections are of the same size in 
spite of the obliquity of one of the foetis. It thus seems unlikely 
that variations of the foetal cardiac axis would lead to difficulties 
in obtaining a foetal electrocardiogram. 


DISCUSSION. 


Electrocardiograms were taken from 35 mothers, all of whom 
except two were within 2 months of term. As these 2 cases yielded 
results classed as negative, and because they were 4 and 43 
months from term, they are omitted from the remainder of this 
discussion. The majority of the remaining 33 cases were admitted 
to the wards because of contracted pelvis and all were well 
enough to walk to the electrocardiographic room. For the pur- 
poses of these experiments they can be regarded as normal. The 
foetus was certainly alive at the time of examination in 30 cases, 
and was probably alive in the remaining 3. 
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Of the 33 cases, Io gave results classed as positive, II gave 
doubtful results, and 12 gave negative results. It cannot be said, 
therefore, that the method has at present much clinical value, 
especially as the foetal heart can usually be heard without diff- 
culty in the last 2 months of pregnancy. It can at least be said 
in its favour that, unlike so many biological tests for pregnancy, 
it would not be expected to produce any false positives. 

The earliest occasion on which a positive result was obtained 
was 34 days before delivery (case of Fig. 3). Since only 4 cases 
were examined at a greater distance from term one cannot say, 
with any degree of certainty, whether this represents the earliest 
possible time at which a positive result is obtainable. 

The rather limited success which attended this investigation 
suggests that either the proper technique has not yet been found 
or, that for some reasons connected with the electrical properties 
of the mother or of the child, the foetal potentials are not avail- 
able at the surface. 

Regarding the first suggestion it is at present very difficult to 
determine in which directions the technique could be altered with 
advantage. Greater amplification would be difficult to obtain 
without the use of screening; in any case if the foetal potentials 
are less than the electrical oscillations of the base-line no amount 
of amplification will reveal them. Apart from this, the irregular 
disturbances of the base-line due to electrical potentials arising in 
the mother’s abdominal wall may obscure the foetal electro- 
cardiogram; if this be the case no degree of amplification, large 
or small, would render them detectable. If the patient is excit- 
able, or apprehensive, then the prevailing disturbance level is 
high. Any method of reducing the irregularities of the base-line 
would: presumably lead to a larger number of positive results. 
Sachs’ in attempting to obtain a foetal electrocardiogram found 
that little waves on the graph, which at first were suspected to be 
foetal, disappeared under hypnosis. It is doubtful whether it 
would be justifiable to submit patients to hypnosis or to a general 
anaesthetic as a routine measure. 

Turning now to the second suggestion, it will be obvious that 
if the heart of the foetus is producing only a small action-potentia] 
then it will be extremely difficult to pick this up on the surface. 
Low voltage electrocardiograms are quite well known in post- 
natal life. It is very difficult to think of any method of finding 
the intra-uterine potential. Smith has shown that immediately 
after birth, and before breathing commences, the electrocardio- 
gram shows left-sided preponderance, while once breathing has 
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commenced there is a right-sided preponderance. In his cases 
the potential of the R wave was not small. Bearing this limitation 
in mind it might be supposed as a starting point for discussion 
that it is likely that the post-natal voltage of the R wave would 
bear some direct relation to antenatal voltage of the R wave. 
The electrocardiograms of 30 children were, therefore, obtained 
within a few days after birth, using electrodes placed on the vertex 
and the buttocks to make the lead as similar as possible to the 
antenatal one. The average value of the R wave was found to be 
about 1 millivolt. The smallest voltage found was that of the 
R wave of the female child illustrated in Fig. 3, yet her R wave 
was seen antenatally. This is by no means conclusive, but it at 
least points to the notion that negative results are not due to 
deficiency of the R wave of the child. 

The average weight at birth of the children giving positive 
results was 7 pounds 8 ounces; the average weight of the children 
giving doubtful and negative results was 7 pounds 4 ounces. The 
size of the child and, therefore, of the heart would not appear 
to influence the results. 

In the positive group there were 8 male foetis and 3 female; 
in the other groups taken together the ratio of male to female 
foetis was 4.7 to 3. It is most unlikely that the sex of the child 
plays any part because in the case illustrated in Fig. 3 in which 
a male and a female child were present in the same uterus the 
potentials generated by both appeared at the surface. 

Since it seems difficult to obtain evidence against the foetus 
let us examine in turn the layers surrounding it. Theoretically it 
might be suspected that the best conditions of the surrounding 
layers expressed in electrical terms would be a high radial con- 
ductivity and a low spherical conductivity. We might expect 
then that excess of liquor amnii would prevent the potentials 
reaching the surface at sufficient intensity. In one case examined, 
when a considerable amount of liquor had escaped after spon- 
taneous rupture of the membranes about 24 hours before delivery, 
the result is classed as doubtful in spite of the finding post-natally 
of a relatively large R wave. In 2 of the cases classed as posi- 
tive there was an excess of liquor amnii—one was that of Fig. 3. 
These findings suggest that the amount of liquor is not an impor- 
tant factor. This is very difficult to understand. Some preliminary 
experiments (Bell and Sheehan, unpublished) of another investi- 
gation on the rabbit with electrodes pushed through the uterus on 
either side of a foetus showed incidentally that it is easy to obtain 
a foetal electrocardiogram when the foetus is lifted out of the 
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saline bath in which the mother is immersed but difficult when it 
is returned to the bath. 

It is not easy to make any measurements of the other coverings 
of the foetus. After the first 10 cases had shown that positive 
results were not invariably obtained the abdominal circumfer- 
ence at the umbilicus was measured in all cases. In the 4 cases 
measured in which positive results were obtained the average 
abdominal circumference was 34.7 inches (omitting the twin 
pregnancy as it is not comparable); in the doubtful and negative 
cases measured the average circumference was 36.2 inches (again 
omiting a twin pregnancy). If we assume that the increase of 
circumference was brought about mainly by an increase of thick- 
ness of the anterior abdominal wall, and to a negligible extent by 
an increase posteriorly, which seems a reasonable assumption, 
then the abdominal wall was on the average 3} inch thicker in 
the unsuccessful cases. 

It is well known that, as a general rule, the abdominal wall 
becomes thicker with advancing age and with increasing parity. 
Of the positive results 7 were obtained in primigravidae, 3 in multi- 
parae (one 2-para, one 3-para, one 5-para); of the remainder ot 
the cases (doubtful and negative) 8 were primigravidae, and 15 
were multiparae (nine 2-para, two 3-para, one 4-para, three 
5-para and above). The average age of the positive group was 
27.1 years; the average of the other cases was 30.4 years. 

Since all these three attempts to assess the importance of the 
abdominal wall point in the same direction one feels that there 
is reasonable ground for concluding that the electrical properties 
of the abdominal wall are important. This may be summed up 
by saying that in a young primigravida with a thin abdominal 
wall there is a very great likelihood that a foetal electrocardiogram 
will be obtained. 


SUMMARY. 


Using a thermionic valve electrocardiograph, capable of very 
high amplification, the electrocardiograms obtained when leads 
are taken from the abdomen of pregnant women show in some 
cases waves which are almost certainly foetal in origin. The 
evidence supporting the foetal origin is that the direction of the 
foetal deflection depends on the presentation (vertex or breech) 
and in a case of a twin pregnancy 2 sets of deflections were 
obtained. 

Of 33 cases examined in the last 2 months of pregnancy 
about one-third showed positive results, but the other two-thirds 
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Fic. 1. 


Upper tracing, July 16th, 1937. Mrs. F., age 24 years, primigravida. Male 
child, vertex presentation, 7 days before delivery; 0.1 mfd. coupling con- 
densers; foetal heart-rate from tracing, 143 per minute. 

Middle tracing, July 29th, 1937. M.B., age 24 years, primigravida. Male 
child, vertex presentation, 6 days before delivery; 0.02 mfd. condensers; 
foetal heart-rate from tracing, 145 per minute. 

Lower tracing, December 30th, 1937. Mrs. H., age 22 years, primigravida. 
Male child, vertex presentation, delivered 2 days later; 0.02 mfd. condensers; 
foetal heart-rate from tracing, 151 per minute. 

In all cases arrows indicate the foetal deflections. The time is in fifths of 
a second. M indicates the maternal deflections. The deflection for 0.1 milli- 
volt is shown. 


Fic. 2. 


Upper tracing, August 18th, 1937. Mrs. McT., age 31 years, primigravida. 
Male child, vertex; delivered September 27th, 1937. Dots have been placed 
above deflections which are regular and may be foetal. Classed as doubtful. 

Lower tracing, December 7th, 1937. Mrs. MacD., age 29 years, 2-para. 
Female child, vertex; delivered next day. No deflection of foetal character. 
Classed as negative. Sensitivity and time as in Fig. 1. 
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Mrs. S., November 26th, 1937, age 27 years, 5-para. Twins, both breech, 
one male, one female, delivered December 30th, 1937. Hydramnios, abdo 
minal circumference 42 inches. Sensitivity and time as in Fig. 1. 

The vertical strokes point to the foetal deflections; the top row to the 
sharper deflections (possibly male) and the lower row to the broader deflec 
tions (possibly female). The figures indicate the foetal heart-rate calculated 
from the photograph. The lower tracings were obtained from the two children 
7 days after birth; on the left the male and on the right the female. The 
deflection produced by one millivolt is also shown. 
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did not show any wave on the electrocardiogram which could be 
definitely recognized as foetal. 

It is suggested that the failure to secure positive results in all 
cases is due partly to differences in the electrical properties of the 
abdominal wall, and partly to the electrical disturbances produced 
by the abdominal muscles, and not to insufficient sensitivity of 
the apparatus or to differences between the foetis. 
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Duplication of the Hind-end of an 
Anencephalic Foetus 


BY 


ARTHUR E. HARBESON, B.A., M.D., C.M., Kingston, Canada. 
From the Department of Anatomy, Queen’s University. 


A CAREFUL review of the literature has failed to reveal an instance 
of either a stillborn monster or living subject with congenital 
defects similar to those seen in the anencephalic foetus described 
in this paper. The defects of the hind end of this foetus are 
believed to be unique and, therefore, worthy of publication. 

The clinical history was of little interest. The mother was a 
primipara aged 23 years. The amount of liquor amnii was normal 
and the course of pregnancy was uneventful. Delivery was 
spontaneous and there were not any complications. The patient 
was delivered by Dr. J. T. Tweddell. The foetus was given to the 
writer by Professor James Miller, chief of the Department of 
Pathology. I am indebted to both for this very interesting 
specimen. 


Autopsy REPORT. 


The body is that of a premature female foetus showing signs 
of maceration in utero. The weight is 822.5 gm., the age is 
estimated to be about 7 months. The crown-rump length is 
16.5 cm. Little subcutaneous fat is present. The calvarium is 
completely absent. The foetus is a typical example of anen- 
cephaly. There is not any evidence of brain tissue present. The 
basis cranii is covered by thick membranes which are continuous 
at the occiput with those of the spinal cord. There is a large 
opening at the occiput through which a director is easily passed 
and is seen to come out at the upper margin of an incomplete 
lumbar spina bifida. 

Removal of the thick membranes covering the basis cranii 
exposes the cranial nerves passing through their respective 
foramina. Their cranial stumps are adherent to the membranes. 
The pituitary gland is flattened out upon a deformed sella turcica. 
It is enclosed in a fibrous capsule which is attached to the mem- 
branes by an infundibulum-like process. The gland measures 
5 by 4 by 2 mm. and weighs 0.0275 gm. Microscopic examination 
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shows that the anterior lobe is very vascular and the posterior 
lobe is absent. 

The lumbar spina bifida measures 3 by 2.5cm. The exposed 
spinal cord is flattened out and is divided into several strands or 
bundles. These are covered by the ependymal layer of the central 
canal, continuous above with one central canal and below with 
two canals. 

There is an opening in the abdominal wall, a median gastro- 
schisis. The small intestines, stomach, and liver are seen protrud- 
ing through the defect. They are not covered by a membrane, 
nor is there any history of one at birth. The opening measures 
4cm. long and 4.5 cm. wide. Its margin is smooth and rounded 
and the umbilical cord is attached to its superior part. 

The liver is of normal size but is distorted in shape because 
of its relation to the opening in the abdominal wall. The viscera 
were not weighed nor removed from the cadaver because the 
specimen is to be used for teaching purposes. 

There are two natal clefts and each has an anal orifice. These 
lead from two completely separated large bowels. The arrange- 
ment is shown in the accompanying diagram. The duplication 
begins at the caecum. There are two appendices which are 
adherent at their tips. A Meckel’s diverticulum, having a dia- 
meter equal to that of the large bowel, is present. It is adherent 
to the right large bowel and is closely related to it. There is no 
evidence of rotation of the intestines or large bowel. They did not 
return to the abdominal cavity from the umbilical sac. 

When the mass of intestines and liver are retracted upwards 
the external genitalia may be seen. There is complete duplication 
of urethra, vagina and uterus. On the right side the urethra and 
vagina are widely separated and open at what appear to be two 
vulvae. On the left side there is another vulva where the left 
vagina and left urethra open in their normal relation to each 
other. The left ureter enters a urinary bladder which is not 
duplicated. The right ureter becomes the right urethra which 
opens directly and separately from the vagina as mentioned 
above. There is a uterus unicornis on each side. They are 
entirely separate and are lateral to the two large bowels. The 
external os of each opens into a right and a left vagina. One 
ovary, one Fallopian tube and one round ligament are attached to 
each uterus. In all there are five separate openings on the surface 
of the perineum, the two anal orifices, the right urethral opening 
and the right and left vulva proper. This arrangement is shown in 
Figures 3 and 4. 
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The kidneys appear normal. The suprarenal glands are much 
smaller than those found in a normal foetus of the same age. 
The right weighs 0.0535 gm. and the left 0.1055 gm. Micro- 
scopic examination shows physiological degeneration of the 
cortex. The spleen is normal. The diaphragm is intact. 

The pleural cavities contain clotted lymph. The heart and 
lungs appear normal. The thyroid gland appears normal and 
weighs 0.597 gm. The thymus is not enlarged. There is an 
accessory thymus in relation to the left lobe of the thyroid. It 
measures 7 by 2 mm. and weighs 0.056 gm. 

The vertebral column is duplicated from the level of the tenth 
thoracic vertebra downwards. This is illustrated in the accom- 
panying Roentgenograph. In the lumbar region the bodies of the 
vertebrae are well developed on both sides. The neural arches 
are defective as in any case of spina bifida. In the sacral region 
the bodies of the left vertebral column are developed better than 
those of the right. There is a soft ‘tail’ medial to the right anal 
orifice. 

Dissecting deeply between the two large bowels a cyst-like 
tumour is found. It is thick walled and contains a cavity. A 
pedicle attaches it to the meninges of the right spinal cord. The 
pedicle has a lumen continuous with that of the tumour This is 
believed to be a meningocele. 


SUMMARY. 


(1) Anencephaly, spina bifida and gastroschisis. 

(2) Duplication of the large bowel with double appendix. 

(3) Duplication of the vertebral column. 

(4) Duplication of uterus, vagina and urethra. 

(5) Three vulval and two anal orifices on the perineum. 

(6) Anterior meningocele. 

(7) Meckel’s diverticulum. 

(8) Endocrine glands defective; absence of posterior pituitary 
and hypoplasia of suprarenals. 

(9) Soft tail. 


DISCUSSION. 


The only reference that describes congenital defects which are 
closely related to those described above was found in Eden and 
Lockyer’s Gynaecology (Whitehouse') which illustrates a case 
reported by Gemmell and Paterson.* The subject was an adult 
with the following congenital anomalies: (a) Partial bifurcation 
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of the lower part of the vertebral column; (b) a very wide bony 
pelvis; (c) two uteri widely separated from one another; (d) two 
vaginae and two vulvae; (e) two urethrae and two urinary 
bladders. This woman had given birth to a child from each of 
her two distinct genital canals. There was one anus and one natal 
cleft. The condition was explained as being due to partial 
dichotomy of the hind end of the early embryo. 

Duplication of the uterus is, of course, not rare, and is 
described in every gynaecological textbook. Duplication of the 
vermiform appendix is not as rare as commonly believed and 
has been reported upon recently by Delplaine.* In his subject 
there were the following defects: gastroschisis, agenesis of the 
bladder, agenesis of the external genitals, double uterus, double 
vagina, double appendix, atresia ani, malformation of the colon 
with fistulae of the colon and ileum opening on a fleshy mass at 
the site of the gastroschisis. The ureters also opened on this mass 
and it is not above suspicion that it was an ectopia vesicae. 
Keith* described this condition and explained the mechanism of 
the embryonic upset that results in a fistula between intestine and 
bladder. As Delplaine states, agenesis of the bladder is almost 
unknown. 

The monster illustrated here is of interest particularly because 
it has duplication of the colon as well as most of the structures 
developed in the hind end of the embryo. The marked exception 
is the presence of one bladder. The presence of a single set of 
ovaries and Fallopian tubes is to be explained by the fact that they 
are derived from embryonic tissues that are at an early stage 
located at first above the body-stalk. This, however, does not 
explain the duplication of uterus and vagina. Failure of the 
Mullerian ducts to fuse is the usual explanation for this defect in 
a less severe form. At least a partially acceptable basis for the 
malformation is defective twin production. This is the general 
factor concerned in all polysomatous terata. 

According to Taruffi’s classification of the polysomatous terata, 
the monster described here may be placed in the sub-type termed 
syncephalus dilecanus dipleurus dipus. This means that it is a 
united twin or double terata having a single head and thorax 
but two more or less complete pelves and two lower extremities. 
This is the subtype that Taruffi used to classify cases of double 
penes. Ballantyne® considers diphallus to be a merosomatous 
malformation. The difficulty of classification is well illustrated 
in trying to rationalize the occurrence of duplication of the colon 
with but two ovaries in the same foetus. 
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CONCLUSIONS. 


An anencephalic monster with accompanying congenital 
defects has been described in detail. It is of interest because it 
shows duplication of the colon as well as duplication of the 
uterus, vagina and urethra. An identical case cannot be found 
in the available literature. An explanation is not offered that 
will cover all the anomalies present. Partial dichotomy of the 
hind end of the embryo is only a loose rationalization to cover 
the inexact knowledge of the embryology concerned in such a 
malformation. 


The writer wishes to express his thanks to Professor D. C. 
Matheson for his assistance in the dissection and for the 
preparation of the photographs. 
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Fic. 3. 
Viscera retracted showing openings in the perineum. 


Fic. 4. 


Markers in the 5 perineal orifices. The soft tail may be seen just anterior 
to the right anus. 
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Fic. 5. 


X-ray showing duplication of the vertebral column. The pelvis is abnormally 
wide and is united both anteriorly and posteriorly. 
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Line drawing to illustrate the duplication of the large bowel, double appendix 
and Meckel’s diverticulum. 
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On the Effects of Intravenous Vasopressin on the 
Toxaemias of Pregnancy 
BY 


E. pe VALERA, M.B., B.Ch., B.A.O., 


AND 


R. J. Ketzar, M.R.C.P. (Edin.), F.R.C.S. (Edin.), M.C.O.G. 


Reader in Obstetrics and Gynaecology, British Postgraduate 
Medical School, Hammersmith Hospital, L.C.C. 


From the Department of Obstetrics and Gynaecology of the British Post- 
graduate Medical School, University of London, Hammersmith Hospital, 
E.G. 


WITHIN recent years much work has been done on the possible 
endocrine origin of the toxaemia of pregnancy. Various hor- 
mones have from time to time been implicated. Several papers 
have appeared on the posterior pituitary hormones as a funda- 
mental cause of the condition. Dieckmann and Michel’ and Lam- 
billon and Schockaert* have apparently demonstrated a marked 
sensitivity of pre-eclamptic women to vasopressin. Lambillon and 
Schockaert, using an intravenous technique, were able to demon- 
strate that normal pregnant women were relatively insensitive to 
vasopressin. Normal women who are not pregnant and women 
suffering from pre-eclamptic toxaemia were found to give marked 
reactions. These results were so consistent as to suggest that 
they might form the basis of a test for the differential diagnosis 
of pre-eclamptic states. Thus, any pregnant woman giving a 
marked reaction to vasopressin during the last trimester could be 
assumed to be suffering from pre-eclamptic toxaemia. The fol- 
lowing results are based on an investigation into the reactions of 
II3 cases. 


METHOD. 

The method described by Lambillon and Schockaert was 
closely followed. The purified pressor principle of the posterior 
pituitary (Tonephin Bayer) was used, 0.66 c.c., equivalent to 
3 voegtlin units, being injected intravenously, a fine, sharp needle 
and tuberculin syringe being used. The patients were at rest 
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in bed and fasting. Repeated estimations to ensure basal readings 
of the blood-pressure and pulse-rate were made before the injec- 
tion. The injection was given slowly and the blood-pressure was 
taken at intervals of 30 seconds, the pulse-rate counted and general 
reactions were observed. The time taken for the blood-pressure to 
reach basal levels was noted. For several reasons it was not 
found possible to investigate the water balance of these patients. 


RESULTs. 

In all our groups fairly wide variations were found. The differ- 
ences of the mean values of the various groups, however, have 
been examined statistically and are in all cases found to be sig- 
nificant. 


A. Normal women who were not pregnant: 17 cases. 

Mean systolic rise, 35 mm.Hg.; standard deviation, 13.7; 
mean diastolic rise, 27 mm. Hg.; standard deviation, 8.4. 

Reactions were almost uniformly marked. They included 
pallor, cyanosis of the’lips, increased respiration, sweating, faint- 
ness, feeling of heat and desire to defaecate. The average time 
taken for the blood-pressure to reach basal level was over 5 
minutes. Variations in the pulse-rate were inconstant, although 
in most cases acceleration of the rate was noted. 


b. Women whose pregnancy was normal : 33 cases. 

Mean systolic rise, 23 mm.Hg.; standard deviation, 10.68; 
mean diastolic rise, 22 mm.Hg.; standard deviation, 9.12. 

(i) Before thirty-sixth week: 14 cases. Mean systolic rise, 


18 mm.Hg.; standard deviation, 11.1; mean diastolic rise, 18 


mm.Hg.; standard deviation, 7.4. 

(ii) Thirty-sixth week and after: 19 cases. Mean systolic rise, 
27 mm.Hg.; standard deviation, 10.5; mean diastolic rise, 24 
mm.Hg.; standard deviation, 9.5. 

In this series the general reactions were definitely less marked 
and frequently the only reaction noted was slight pallor. Thus 
the desire to defaecate was seldom present and when noted was 
always slight. The blood-pressure fell more quickly to the basal 
level, the average time being less than 4 minutes. Again, pulse- 
rate variations were inconstant, the majority showing definite 
slowing. . An interesting feature is that the cases in the last month 
of pregnancy gave a significantly greater response. 
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C. Puerperal group: 26 cases. 


Mean systolic rise, 43 mm.Hg.; standard deviation, 11.1; 
mean diastolic rise, 36 mm.Hg.; standard deviation, 11.7. 

(i) Women with a history of toxaemic pregnancy: 12 cases. 
Mean systolic rise, 43 mm.Hg.; standard deviation, 12.6; mean 
diastolic rise, 35 mm.Hg.; standard deviation, 12.6. 

(ii) Women with a history of normal pregnancy: 14 cases. 
Mean systolic rise, 44 mm.Hg.; standard deviation, 9.3; mean 
diastolic rise, 36 mm.Hg.; standard deviation, 10.9. 

General reactions were similar to those seen in the controls of 
the women not pregnant, but were not so constant. Sensitivity is 
apparently quickly established, since women tested on the day 
following delivery reacted as markedly as did those tested some 
time after. The average time taken for the blood-pressure to 
reach basal levels was over 7 minutes. 


D. Pre-eclamptic toxaemic group: 37 cases. 

Mean systolic rise, 43 mm.Hg.; standard deviation, 18.60; 
mean diastolic rise, 30 mm.Hg.; standard deviation, 10.19. 

(i) Group showing hypertension only : 7 cases. Mean systolic 
rise, 31 mm.Hg.; standard deviation, 12.8; mean diastolic rise, 
25 mm.Hg.; standard deviation, 10.05. 

(ii) Group showing oedema only: 8 cases. Mean systolic rise, 
54 mm.Hg.; standard deviation, 13.3; mean diastolic rise, 35 
mm.Hg.; standard deviation, 7.1. 

(iii) Group showing oedema and hypertension: I0 cases. 
Mean systolic rise, 32 mm.Hg.; standard deviation, 12.8; mean 
diastolic rise, 24 mm.Hg.; standard deviation, 8.66. 

(iv) Group showing hypertension, albuminuria and oedema: 
12 cases. Mean systolic rise, 52 mm.Hg.; standard deviation, 
15.77; mean diastolic rise, 35 mm.Hg.; standard deviation, 8.42. 

Considering this group as a whole, reactions were in the 
majority of cases much more marked than in normal pregnant 
women, the response more closely resembling that of the non- 
pregnant or puerperal groups. Considering each of the sub- 
groups, the following points appear : 

(i) Women showing hypertension and hypertension with 
oedema only, gave in the majority of cases mild or negligible 
reactions. The changes in pulse-rate were inconstant. 

(ii) In women showing oedema only the reactions were al- 
ways marked and frequently severe. The pulse-rate was 
invariably slowed. 
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(iii) In women showing the full picture of pre-eclamptic 
toxaemia, namely, hypertension, oedema and albuminuria, the 
general reactions were always severe, the pulse-rate invariably 
slowed, and the time taken for the blood-pressure to reach basal 
levels was frequently more than an hour. 


CONCLUSIONS. 


From the analysis of our results the following conclusions 
were drawn. Normal women who are not pregnant show a 
marked reaction to intravenous vasopressin. This reaction in- 
cludes a rise in systolic blood-pressure, averaging 35 mm.Hg. 
and severe general effects. The woman whose pregnancy is 
normal is relatively insensitive, the average systolic rise in blood- 
pressure being only 23 mm.Hg. General reactions were often 
negligible, exceptions, however, occurred. The women in the 
puerperal group reacted yery similarly to those who were not 
pregnant. The reactions were significantly greater, e.g., average 
systolic rise being 43 mm.Hg. It is of interest to note that a 
significant difference was not found in women with or without a 
history of toxaemia during their pregnancies. The women in the 
toxaemic pregnant group are, as a whole, markedly sensitive to 
vasopressin. The average reactions are similar to, but signifi- 
cantly more marked than those occurring in the normal women 
not pregnant and puerperal groups. These women are quite 
clearly more sensitive than the normal pregnant woman. 


DISCUSSION. 


The effects of the injection of vasopressin bear a close simi- 
larity to the signs and symptoms of pre-eclamptic toxaemia. 
Hypertension, water retention, and occasionally fits, have been 
recorded following the injection in the human subject. Patho- 
logical changes very similar to those seen in toxaemia of preg- 
nancy have also been produced in animals (Byrom’, Knepper‘). 
Anselmino and Hoffman’ believed that they could demonstrate 
in ultrafiltrates from the blood of toxaemic women a pressor anti- 
diuretic substance which they assumed to be vasopressin. Since 
then various workers have failed to confirm their results.*» * ° 

On the other hand Dieckmann and Michel, and Schockaert 
and Lambillon have independently shown that while normal 
women who are not pregnant react markedly to vasopressin with 
such changes as hypertension, oliguria, and general reactions, 
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women whose pregnancy is normal are relatively insensitive. 
Further, they showed that pre-eclamptic women react markedly. 
It would appear, therefore, from these and our own results, that 
women whose pregnancies are normal are characteristically insen- 
sitive and this could conceivably be due to either the presence 
of a substance during pregnancy with antagonistic effect direct or 
indirect to vasopressin, or else to the absence of some synergic 
substance which would render the organism more sensitive to 
vasopressin. Byrom has adduced certain evidence in favour of 
the latter view. He has shown that oestrin enhances the effect 
of vasopressin when given to rats. The work of Smith and 
Smith,’® however, who demonstrated a low oestrin content in 
blood and urine in pregnancy toxaemia with an excess of prolan, 
hardly accords with this view. The results of our work have only 
confirmed the fact that while normal pregnant women are rela- 
tively insensitive, pre-eclamptic women are sensitive to vaso- 
pressin. The explanation of these results is not known. Evidence 
is wanting to indicate that vasopressin is the cause of pregnancy 
toxaemia. 

From our results it will be seen that while the average reaction 
in normal and pre-eclamptic women is significantly very different, 
yet the variations in each group were such as to preclude the use 
of the reaction as a diagnostic test. 


SUMMARY. 
(x) An investigation of the reaction of 113 patients to intra- 
venous vasopressin was made. 


(2) It is shown that women whose pregnancies are normal 
are relatively insensitive, while those women who are not preg- 
nant, or have the symptoms and signs of pre-eclampsia, react 
markedly. 


(3) The results are not sufficiently consistent to justify the use 
of this reaction as a diagnostic test for pre-eclamptic toxaemia. 


We are greatly indebted to Messrs. Bayers for their generous 
supply of tonephin (vasopressin). We should like to express our 
thanks to Professor James Young for his interest and advice 
during the course of this work and to Sir Frederick Menzies, 
Chief Medical Officer, London County Council, for permission 
to publish this report. 
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Acute Inversion of the Uterus 


BY 


Joun H. Pret, M.A., B.M. (Oxon), F.R.C.S. (Eng.), M.C.O.G. 


Assistant Obstetric and Gynaecological Surgeon, King’s College 
Hospital and Princess Beatrice Hospital. 


ACUTE inversion of the uterus is one of the rarest accidents that 
occurs during the course of midwifery practice. The incidence is 
variously given by different authors. The figures vary from I in 
10,000 to I in 200,000. It is obviously a matter of the greatest 
difficulty to assess the exact incidence of a condition so rare. 
It does not follow that all the cases which occur are reported in 
the literature, and it may be that the condition is rather less 
rare than is usually supposed. 

Three cases have occurred at King’s College Hospital since 
1931. One of these was that of a patient sent in as an emergency, 
but the other two occurred in our own maternity ward. My 
reason for publishing these cases is twofold. Firstly, the rarity 
of the condition makes it of interest whenever it occurs, and 
secondly, two of the three cases present features which are some- 
what unusual. 


CasE 1. I.H., 25 years of age. Primigravida. The last menstrual 
period occurred on the 7th October 1930, so that the date of expected 
delivery was the 14th July 1931. The patient was well throughout the 
pregnancy. Labour started spontaneously on the 26th July, i.e. 12 days 
after the expected date of delivery, at 4 a.m. The membranes ruptured 
at 11.30 p.m. and a normal spontaneous delivery took place at 1.45 a.m. 
on the 27th July. The weight of the baby was 8 pounds 10 ounces, and it 
appeared to be somewhat post-mature. The patient started to bleed 
shortly afterwards and several attempts at expression of the placenta were 
made, and I was sent for because these were unsuccessful and the bleeding 
continued. I arrived to find the patient collapsed, and the placenta 
attached to the inverted fundus uteri, presenting at the vulva. The 
pulse-rate was 160, its volume very poor, and the skin was pale, cold, 
and clammy. The patient was given morphia, gr. '4, and the foot of the 
bed was raised. She was then anaesthetized with gas, oxygen and ether. 
The placenta was peeled off the inverted fundus uteri, and the uterus 
easily replaced by peripheral taxis, i.e. that portion of the uterus which 
inverted last was replaced first. The improvement in the patient’s general 
condition was immediate and marked. A hot intra-uterine douche was 
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given, and pituitrin, 1 cubic centimetre, was given intramuscularly. The 
uterus retracted well, and there was not any further bleeding. An 
intravenous saline had already been started and the patient’s general 
condition was so greatly improved that a small perineal tear could be 
repaired. A blood-count done about 12 hours later showed a haemoglobin 
content of 42 per cent and a red cell count of 2,710,000 per cubic 
millimetre. The patient was given 600 cubic centimetres of blood the 
next day. The puerperium was complicated by a minor degree of local 
uterine sepsis, treated by means of intra-uterine glycerin, and ergot and 
quinine by mouth. By the end of three weeks the uterus was well 
involuted, the local sepsis had cleared up, and the patient was able te 
leave hospital. 

CasE 2. A.K., 26 years of age. Multipara. The first baby had 
been born on the 8th January 1933, and had been followed by post-partum 
haemorrhage necessitating manual removal of the placenta. A secondary 
haemorrhage occurred on the tenth day, and a small piece of retained 
placenta had been removed. Her periods started again on the 8th April 
1933. This period lasted only two days. Calculating from this date the 
baby should have been due on the 16th January 1934. Labour did not 
start until the 2oth February 1934 at 4 a.m. The baby was born 
three and a half hours later and weighed 7 pounds 15 ounces. After this, 
the records of the case, which were written up by the House Surgeon, 
read as follows :— 

7 a.m. Loss more than normal. Patient’s general condition poor and 
pulse weak. The bed was raised on blocks and the patient given 1.7 
cubic centimetres of coramine. During this time a hand was kept on the 
fundus uteri, and Crede’s method of expression attempted. 

7.50 a.m. General condition better. Pulse-rate 88. Uterus contracting 
slightly and the bleeding slight. During the next 10 to 15 minutes, as the 
bleeding was not in any way alarming, although there was a continuous 
very slight loss, the umbilical cord was injected with saline solution. The 
actual injection took only a few minutes and it was done because of 
continued slight bleeding. 

8.20 a.m. Sudden appearance of placenta at the vulva with collapse 
of the patient. Pulse-rate 160. Patient was anaesthetized. Placenta was 
found to be adherent to an inverted uterus. The placenta was removed 
and the uterus replaced by peripheral taxis. 

8.30 a.m. Hot intra-uterine douche, pituitrin and femergin were given. 
Forty cubic centimetres of glycerin were injected into the uterine cavity. 
Uterus well retracted and smooth in outline. Pulse-rate r4o. 

8.55 a.m. Morphia, '4 grain, given and one pint of intravenous saline 
with 5 per cent glucose started. 

9.45 a.m. Pulse-rate 112 and patient’s general condition was greatly 
improved. The patient made an uninterrupted recovery with a maximal 
pyrexia of 98.8°F., and was discharged on the fourteenth day. 

Case 3. M.V.M., 25 years of age. Primigravida. Delivery occurred 
on the 8th August 1937, nine days after the expected date of delivery. 
The first stage lasted about 24 hours and the baby was delivered by the 
forceps, applied when the head was low in the pelvis, after three hours ir 
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the second stage, as the pains were diminishing in strength and the 
patient was getting exhausted. Delivery with the forceps was easy and 
the birth-weight of the baby was 8 pounds 12 ounces. The doctor who 
delivered this patient wrote that the placenta came away satisfactorily, 
without any traction on the umbilical cord, after which the uterus was 
well contracted and retracted. The puerperium was normal till the 
fourteenth day, 22nd August, when the doctor was summoned urgently, 
and found the patient collapsed and the uterus inverted and protruding 
from the vulval orifice. Apparently the patient had got up and was 
walking about when she stated that she suddenly felt ‘‘something come 
down’’, after which she collapsed. 


The patient was sent to King’s College Hospital and her con- 
dition on admission, some hours after the original collapse, was 
poor. She was acutely shocked and very pale. The temperature was 
99.4 °F. and the pulse-rate 128. The fundus uteri was presenting at 
the vulva, and the perineum partially broken down. The patient 
was given a quarter of a grain of morphia, and 1.7 cubic centi- 
metres of coramine. The foot of the bed was raised on blocks and 
the uterus gently pushed back into the vagina. Her blood was 
grouped, and while a donor was being obtained, she was given 
one and a half pints of saline intravenously. I saw the patient for 
the first time at this stage, and my first impression was that the 
uterus must have been inverted during the whole puerperium, 
and merely prolapsed through the vulva when the patient got up. 
The condition had improved considerably. I did not think it 
was at all likely that I should be able to replace the uterus if I 
tried, and so decided to continue treatment of the shock for 
another 12 hours. The patient was given 550 cubic centimetres 
of blood and the morphia repeated later. Next morning the 
patient’s general condition had improved somewhat, although 
the pulse was still weak. She was anaesthetized with gas, oxy- 
gen and ether, and I found the uterus completely inverted, very 
soft and flabby. The inverted uterus was easily replaced by 
peripheral taxis and a hot intra-uterine douche and pituitrin, 
I cubic centimetre, and femergin, 1 cubic centimetre, were ad- 
ministered. The general condition of the patient improved with 
remarkable rapidity, the pulse becoming stronger and the 
colour improving almost as soon as the uterus was _ re- 
placed. The perineum, the primary sutures of which had 
partially broken down, was resutured. The patient was 
returned to bed and the foot of the bed kept on blocks for 
48 hours. She had some pyrexia for 5 days, after which her 
temperature was normal and she made an uninterrupted recovery. 
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I saw her 2 months later when she was very well, the uterus 
being freely movable, in good position and well involuted. The 
perineum had healed well, but there was a very extensive bilateral 
cervical tear extending right up to the lateral fornix on each side. 

The first of these three cases presents features which do not 
differ particularly from those recorded in most cases. The second 
case is interesting in that it occurred after injection of the um- 
bilical cord with saline. It is rather difficult to be certain about 
the course of events in the third case. Many cases are recorded of 
inversion being discovered during the course of the puerperium. 
This discovery may be made in the course of routine examina- 
tion, the acute symptoms being slight and overlooked after 
the third stage of labour. Sometimes it is discovered earlier in 
the puerperium, when looking for a cause of a raised tempera- 
ture accompanied by offensive purulent discharge. Fitch’ recorded 
a case in which acute inversion occurred immediately following 
the birth of the baby. The uterus was replaced immediately, and 
the uterus and vagina packed for 48 hours. The inversion re- 
curred 3 weeks later, accompanied by shock and haemorr- 
hage. An attempt was not made to reduce the inversion a 
second time, but the patient was treated conservatively and a 
Spinelli operation successfully performed 5 weeks later. Davis’ 
records a case in which inversion was discovered on the eighth 
day, but probably occurred immediately after the birth of the 
baby. Barrows’ records an interesting case which was not diag- 
nosed until late in the puerperium. The patient was ill and her 
temperature continued to be high. She was given two transfusions 
and the inversion was discovered only after several weeks. Local 
treatment in the form of hot douches and tamponage was em- 
ployed, and after 2 months the patient was sent home with instruc- 
tions to report in 3 weeks’ time. When the patient did return for 
operation, spontaneous reduction of the inversion had occurred. 
Brett‘ records a similar case. McCullagh’ states that only 5 per 
cent of acute inversions occur after 2 hours following the birth 
of the baby, and Bethune,’ quoting Jones, says that in a series 
of 191 cases all occurred within 12 hours of delivery. I do not 
think that the inversion in my third case can have occurred 
immediately after delivery. The fundus uteri was felt for several 
days by the patient’s doctor, and measured by an experienced 
midwife for 10 days. The patient was quite well on getting up 
on the fourteenth day, but an hour or two later when the acute 
inversion occurred, she was as completely collapsed as the patient 
in any case occurring immediately after delivery. It is possible 
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that there was slight cupping of the fundus uteri during the whole 
puerperium, but there can be no doubt, I think, that the inversion 
actually occurred on the fourteenth day. Apart from cases of 
recurrence, I have been unable to find a case in the literature in 
which the inversion occurred primarily so late in the puerperium. 

A very considerable literature has grown up, especially 
recently in America, on this rare condition. The aetiological 
factors appear to be fairly universally recognized. Manipulative 
attempts to deliver the placenta, either by expression or by trac- 
tion on the umbilical cord, are present in a large percentage of 
cases. However, the fact that such manipulative efforts were not 
present in many cases makes it very likely that there are not any 
factors to consider. It is only in a small minority of cases in 
which the placenta is expressed that acute inversion of the uterus 
occurs. It is usually stated that irregular uterine action is one of 
the most important factors in cases occurring spontaneously. 
There is no doubt about the frequency of uterine inertia or pre- 
cipitate labour in these cases. Parity does not appear to have 
any influence. McCuilagh states that the condition occurs equally 
in primigravidae and multiparae. I have found 51 cases in the 
American and British literature in the last six years, 29 of these 
were multiparae and 22 primiparae. Fundal attachment of the 
placenta is present in most cases of acute inversion occurring be- 
fore the separation of the placenta. At the site of insertion of 
the ‘placenta, the myometrium is thin, and Gordon’ has shown 
early necrosis and oedema of the muscle fibres, together with 
polymorphonuclear infiltration. Atony of the lower segment and 
cervix must also be present to allow the inverting fundus to be 
driven down through the cervix by the contractions of the upper 
segment. Repeated doses of oxytocic drugs, such as pituitrin and 
quinine are frequently mentioned in reports of cases of inversion. 
Davis reported 4 cases in which oxytocic drugs had been 
given before labour or during the first and second stages. 

In my third case, one of the features was extensive laceration 
of the cervix. The tear extended right up into the lateral fornix 
on each side. It is clear that an extensive tear of this sort makes 
the completion of an inversion easier once the process has started. 
Fitch, quoting a case which recurred on the twenty-first day, 
mentions extensive laceration of the cervix. 

Little is known about the post-mature placenta, and _post- 
maturity is not given a prominent place in the aetiology of inver- 
sion. All 3 of these cases were post-mature, and though it 
is not possible to draw any final conclusions from 3 cases, 
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the fact is worth recording. The more firmly attached the pla- 
centa to the uterine wall, the greater is the likelihood of inversion, 
as a result of any endeavour to deliver the placenta. 


TREATMENT. 


The treatment of acute inversion varies considerably, as 2 
perusal of the literature shows. Some authors advocate immediate 
reposition, others advise neglecting the inversion and primarily 
treating the shock. There can be no doubt that the amount 
of shock and haemorrhage produced by the inversion varies very 
considerably in different cases. It is usually stated that in 
the presence of severe shock active treatment should not be 
carried out, but the shock treated. The vagina may be packed 
if there is alarming haemorrhege. A method of dealing with these 
cases by laparotomy and reduction by two pairs of Allis’s forceps 
was described in 1928 by Huntington, Irving, and Kellog.* They 
report 5 cases successfully treated by this method. Three were 
treated by laparotomy after failure of manual reduction per 
vaginam, and in the other 2 cases the authors did not attempt 
manual replacement, as they appeared to think laparotomy the 
method of choice. They state that all 5 patients were extremely 
shocked and practically pulseless when the abdomen was opened. 
All 5 recovered, apparently with great rapidity. 

I have collected 51 cases from the literature during the pasi 
6 years. Thirty of these patients received immediate treatment 
for the inversion. The shock was treated coincidentally or sub- 
sequently, the important point being that reduction of the inver- 
sion was accomplished as soon as possible. Only one of these 
patients died. The remaining 21 cases were treated according to 
the more usually accepted teaching. The shock was treated by 
morphia, saline, blood transfusions, and the other methods 
usually employed. The inversion was disregarded and g of 
these 21 patients died. In 8 of these patients an attempt to 
correct the inversion had not been made, one died following a 
secondary attempt at reduction, having recovered from the initial 
shock. These figures, though small, are suggestive that simply to 
treat the shock and neglect the inversion, which is producing the 
shock, may be the wrong treatment. In both the cases with which 
I had to deal, I was struck by the remarkably rapid improve- 
ment in the general condition of the patient following reduction. 
Many authors insist that reduction should not be attempted in 
the presence of shock, as successful reduction may be obtained 
at the expense of the life of the patient. On the other hand, 
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there can be but little satisfaction in allowing a patient to die 
slowly in spite of every effort to combat the shock, without 
making an attempt to remove the cause of it. If the uterus can 
be replaced by manual reduction immediately the inversion 
occurs, I think there is abundant evidence that this is the correct 
procedure. The real difficulty arises in those cases in which the 
condition is not diagnosed until several hours have elapsed since 
the inversion occurred, and the general condition of the patient is 
very poor. The elapse of time inevitably makes the reduction 
more difficult and at the same time may increase the shock. On 
the other hand, if an attempt at reposition is not made, the 
patient may die without anything having been done. My third 
case was one in which it was extremely difficult to decide the 
correct procedure. Because the general condition of the patient 
was improving when I first saw her, some 6 hours after the 
inversion, I decided to continue expectant treatment. Her 
general condition improved only very slightly in the next 18 
hours, and in view of the very rapid recovery after reduction, 
she would probably have done as well if I had reduced the inver- 
sion when I first saw her. Had her condition been deteriorating, 
I should have immediately attempted reduction. 

Practically all authorities are agreed that peripheral taxis is 
the correct method of reducing the inversion. Hennessy’ and 
Charbonnet'’ employed central taxis, and Jacobs"’ a modification 
of this method, but it is a method which has nothing to recom- 
mend it. The danger of rupturing the soft and vascular fundus 
is obvious, if the first method is used. Sometimes, especially in 
patients in whom the inversion has been present for some hours, 
a rigid contraction ring may form round the inverted fundus, and 
then it may be necessary to stretch this. Fitch states that it is 
not possible to replace the uterus after 24 hours, owing to the 
formation of this ring. This is not strictly true, although it is 
obviously more difficult after a longer time. In my third case the 
uterus had been inverted for 30 hours, and yet I was able to 
replace it with the greatest ease. Davis quotes a case in which the 
uterus was replaced after 8 days and another after Io days. 
Hennessy and also Jacobs mention the value of adrenalin, given 
intramuscularly in doses of 10 minims in difficult cases, on the 
principle that it causes relaxation of the lower segment. 

Following reduction it is almost the universal custom, judging 
from reports, to pack the uterus with gauze. McCullagh does 
not agree with such a procedure, and it was not done in any 
of my three cases. I cannot see any possible advantage in plug- 
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ging. It greatly increases the risk of sepsis, it is useless in con- 
trolling haemorrhage, and it is not at all likely to prevent 
recurrence of the inversion when the pack is removed. For this 
procedure to be at all effective the uterus would have to be 
packed very tightly. The uterus is a distensible organ in the puer- 
peral state, and retracts better when it is empty than when it 
is filled with a foreign body. At the same time the pack keeps 
the lower segment and cervix distended. 

The method described by Huntington, Irving, and Kellogg is 
an interesting one. They regard laparotomy as the method of 
choice, but they do not really substantiate this claim. Manual 
reduction should be first attempted because it is simpler, quicker 
and less productive of shock than laparotomy. It is very signi- 
ficant, however, that in all the cases that they describe the 
patients were acutely shocked when laparotomy was performed, 
and yet very rapidly recovered when the uterus was replaced. 
Their method is well worth trying rather than an operation of 
the Spinelli type, in cases in which manual replacement has 
failed. 


SUMMARY. 


1. Three cases of acute puerperal inversion of the uterus are 
described, one occurring on the fourteenth day. 

2. The aetiology of the condition is briefly discussed and the 
suggestion made that bilateral cervical laceration and post- 
maturity may be aetiological factors of importance. 

3. Treatment is discussed. Immediate replacement by vaginal 
manipulation (peripheral taxis) is suggested as the method of 
choice, any shock being treated coincidently and subsequently. 
Plugging of the uterus is not advised. A method of replacement 
by laparotomy is briefly discussed. 


My thanks are due to Mr. W. Gilliatt, under whose care 
cases I and 2 were, for permission to publish them, and to Dr. 
Enraght for kindly furnishing me with details of the delivery 
and puerperium in case 3. 
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A Case of Squamous Cell Carcinoma Occurring in an 
Ovarian Dermoid, with Secondary Involvement 
of Uterus, Fallopian Tube and Bowel 
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First Assistant, Nuffield Department of Obstetrics and 
Gynaecology, University of Oxford. 


(Late Resident Medical Officers, Chelsea Hospital for Women.) 


“In the Ovaria are Sometimes discovered hairy Tumours, whose 
Explication has intoxicated the Brains of several Theorists. 
These, I think, are nothing else but abortive Conceptions, the 
impregnated egg with its Teguments remaining in the Place until 
it forms a Kind of Steatomatous Tumour, the Foetus being 
putrified therein. But its Hair being more incorruptible than the 
rest of its body still enjoys a Kind of Vegetation, just like the Hair 
of most other dead Animals, which after Death grow longer... . 
This Explication of the hairy Tumours of the Ovaria, I think, 
is very genuine and Simple: Wherefore I never hesitated to assert 
that all young Women in which I found such Tumours had had 
some Commerce with Men.”’ 

This was the opinion of John Astruc as expounded in his 
lectures in Paris in 1740 and published in ‘‘A Treatise on all the 
Diseases incident to Women”’ in 1743. 

Although dermoid tumours of the ovary have been recognized 
for so long and have ‘‘intoxicated the Brains of several Theorists”’ 
of each generation, malignant changes occurring in an ovarian 
dermoid are of such rare occurrence that the following case is 
recorded. 


CLINICAL NOTES. 
The patient, aged 41 years, was admitted to the Chelsea 
Hospital for Women on April 11th, 1937, complaining of severe 
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vomiting of 3 days’ duration. The vomiting ceased abruptly on 
the day of admission. Eighteen months before, the menstrual 
periods, which had hitherto been regular, became progressively 
irregular in interval, duration, and loss, with a tendency towards 
menorrhagia. Six months later a constant dragging pain com- 
menced in the left inguinal region, and for several months prior 
to admission hypogastric dysmenorrhoea, relieved by the passage 
of clots, had been present. An abdominal tumour was noticed 
by the patient for 5 months before she entered hospital. She also 
noticed a recurrent looseness of bowel-action and a frequent 
desire to micturate, the latter being present only when she was 
lying supine. There was not any vaginal discharge. The patient 
admitted that her general health and capacity for work had 
deteriorated within recent months and she believed there had 
been some loss of weight. 

On physical examination the patient was seen to be a well 
preserved woman of about her stated age. There was a firm, 
rounded, non-tender mass of limited mobility rising from the 
pelvis to the level of the umbilicus. On vaginal examination the 
pelvis was found to be filled by a lobulated mass which appeared 
to be continuous with the abdominal tumour and which, extending 
into the right fornix, displaced the cervix to the left. The mass 
could not be separated from the body of the uterus. Rectal 


examination confirmed these findings. 
The diagnosis was made of multiple fibroids undergoing 
degeneration, possibly of a malignant nature. 


OPERATION. 


The operation was performed by Mr. L. C. Rivett on 
April 16th. Two closely associated tumours were found occupy- 
ing the pelvis and extending upwards to the level of the umbilicus. 
Both were covered by adherent omentum and were so grossly 
adherent to the bowel and posterior pelvic wall that it was im- 
possible to deliver them into the abdominal wound. Working 
from the right broad ligament, subtotal hysterectomy was per- 
formed and the masses were mobilized. It was then possible 
to dissect both tumours from their surroundings. One was a 
fibroid and the other, which was firmly attached in one place to 
both sigmoid colon and a loop of jejunum, appeared to be a 
dermoid cyst. This latter tumour was also adherent to the uterus 
in the region of the fibroid as illustrated by the photograph. At 
the areas of contact with the intestine the bowel wall was 
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markedly thickened and in the case of the jejunum the muscular 
and serous coats were very ragged following separation. For 
this reason a resection of 7 inches of jejunum was performed with 
end-to-end anastomosis. 

On sectioning the tumours it was evident that in addition to 
fibroids there was a dermoid cyst. The latter was attached to 
both uterus and intestine by the malignant infiltration of a neo- 
plasm situated in the wall of the cyst. The gross and microscopic 
pathology are clearly shown in the accompanying plates. 


RESULT. 


After a convalescence which was exceedingly smooth the 
patient was up on the twenty-first day, and at this stage a course 
of deep X-ray therapy was commenced. Despite this treatment, 
secondary deposits appeared in the abdomen and abdominal wall 
and the patient died within a few months. 


COMMENTARY. 


Williamson and Barris' in 1911, reviewing the published cases 
accepted 16 as authentic, and by recording 4 they had themselves 
collected, brought the total to 20. A further review was pub- 
lished in 1929 from the Mayo Clinic by J. C. Masson and N. C. 
Ochsenhirt,? who summarized 33 cases from the literature and 
added 3 from the clinic. The youngest patient recorded was 20 
years of age and the oldest 67. 

Carcinoma involving an ovarian dermoid may, as elsewhere, 
be a primary or a secondary growth. In the case recorded above 
it was possible by serial sections to show the junction of normal 
and malignant epithelium in the lining of the cyst, and it was also 
evident, as illustrated by the photographs, that the bowel and 
uterus were secondarily invaded by infiltration from the outside. 
In this case, therefore, the malignant degeneration commenced in 
the primitive squamous cell lining of the cyst. The growth, as 
seen from the microphotographs, is of a relatively high degree 
of malignancy. 


We wish to acknowledge our indebtedness to Mr. L. C. Rivett, F.R.C.S., 
for permission to publish this case; to Mr. Barton Gilbert, F.R.C.S., for the 
use of the pathological material; to Mr. W. Turner for the preparation of 
serial sections; and to Mr. E. V. Willmott for preparing the photographs and 
microphotographic plates. 
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Section showing poor differentiation of cells with correspondingly 
high malignancy. 
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A CASE OF SQUAMOUS CELL CARCINOMA 
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A Flying Foetus 
BY 


RONALD W. KNOWLTON, 


M.A., M.D. (Cantab.), F.R.C.S. (Eng.), M.C.0.G. 


Consulting Obstetrician and Gynaecologist to the 
County Borough, Southampton. 


THE following case is of interest in illustrating an unusual foetal 
attitude due to muscular spasm in the foetus which, contrary to 
the general experience, persisted for a considerable period after 
delivery. 

The patient, aged 31 years, had had one pregnancy 2 years 
previously resulting in a child weighing 8 pounds I1 ounces. 
which died of purpura at the age of 9 months. 

The present pregnancy was normal until 2 weeks before term 
when the blood-pressure was 145/90 and albuminuria developed. 
The presentation was diagnosed to be a vertex. 

Two weeks later the patient was admitted to the Maternity 
Unit, Southampton Borough General Hospital, on account of a 
rising blood-pressure of 150/95 and increasing albuminuria. 

On admission the lie of the child was discovered to be oblique. 
External version was attempted but failed and the next day an 
X-ray examination revealed the peculiar condition shown in 
Figures 1 and 2. 

The fully extended head was situated to the right of the 
fundus, the body in a peculiar flying attitude with the back 
extended in the position of opisthotonus and the legs over- 
extended at the hips and the knees flexed. 

The following day the presentation was still obscure on 
abdominal examination and per vaginam a limb was felt 
presenting. 

Labour began the same morning and it was decided to perform 
Caesarean section. The X-ray was repeated on a portable 
machine and Figure 3 shows the position unchanged. 

Four hours from the commencement of labour a classical 
Caesarean section was performed and a living male child 
weighing 8 pounds 5 ounces was delivered. It was in the position 
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Antero-posterior view. The head is situated to the right of the fundus and 
the spine extended with considerabie torsion. The right arm is displaced 
dorsally and the limbs extended at the hips. 
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Antero-posterior view taken during labour. The left elbow is presenting. 


= 
— 
‘ 
é 
ag 
$ 
\ 
aN A 
On 
/ 
| 
(Te: 


any 


i 
| 


A FLYING FOETUS 


described and in the process of a somewhat difficult extraction 
the free leg became further extended at the hip joint and the 
femur was fractured at the junction of its upper and middle 
ihirds. It was noted that the liquor amnii was heavily con- 
taminated with meconium. 

The extended attitude gradually diminished but persisted for 
2 weeks and after that time was easily assumed when the child 
was placed in the uncorrected position. 

Convalescence was uneventful, the child was fed by the breast, 
and mother and child were discharged on the twenty-second day. 
The fracture united with appropriate treatment, and when seen 
4 months later the child appeared normal in every respect. 


BIBLIOGRAPHY. 


Gibberd, G. F. Journ. Obstet. and Gynaecol, Brit. Emp., 1935, xlii, 596. 
Trillat, P. Gynécol. et Obstét., 1926, xiv, 211. 


835 


: 3 


BOOK REVIEWS. 


“Heart Disease and Pregnancy,’’ by CRIGHTON BRAMWELL and E. A. 
Loneson. Oxford University Press, 1938. Price 8s. 6d. net. 


In this monograph, which is intended for the use of general practitioners, the 
authors have described the clinical manifestations of heart disease affecting 
young women and they have based their conclusions on treatment and 
prognosis when pregnancy has occurred, on a series of 350 cases seen during 
the past 8 years. A large portion of the book has been devoted to general 
cardiology, doubtless in the conviction that no one can understand or under- 
take the efficient management of a case of heart disease and pregnancy 
unless possessing a sound knowledge of cardiology in general. 

The authors have considered it misleading to classify patients according 
to their presenting symptoms at the first examination because some are seen 
early and others late, and as pregnancy proceeds they may move from one 
group into the other. Consequently they have allotted their patients in two 
groups based upon their tolerance to exercise before the pregnancy com- 
menced, Thus patients without symptoms of heart-failure during the pre- 
conception period have been referred to as trivial and those with heart 
failure as severe. 

Speaking of prognosis and treatment the authors have made the following 
pronouncements. In assessing immediate prognosis it is necessary to consider 
the presence or absence of heart-failure and to a lesser extent of auricular 
fibrillation, the degree of limitation of cardiac reserve prior to pregnancy, 
the age and previous obstetric history, the environment and economic con- 
dition of the patient, her temperament, and the possibility of ensuring 
adequate antenatal supervision. The outlook in patients suffering from 
heart disease who become pregnant is much more favourable than current 
textbooks make one believe, and the risk may be outweighed by the psycho- 
logical consequences of sterility. When all aspects of the subject are con- 
sidered it may be said that it is usually unwise for a woman with a slight 
heart lesion to have more than two children, and if the lesion is moderately 
severe she should be allowed only one. Success in treatment depends chiefly 
on the early recognition of heart-failure and for this reason adequate ante- 
natal supervision, especially with a view to detecting heart-failure in its 
initial stages, is important. Although auricular fibrillation adds to the risk 
of pregnancy it does not provide a bar to pregnancy provided treatment is 
facilitated. The death-rate among primigravidae is considerably higher than 
among multiparae because the first pregnancy eliminates the majority of 
those women liable to succumb, and because the first labour is more diffi- 
cult than subsequent ones. When a patient is admitted into hospital suf- 
fering from orthopnoea and oedema, the obstetrician is too often inclined 
to the view that unless pregnancy is terminated a fatal issue is likely but, 
as a fact, the risk of surgical interference in a patient with severe heart- 
failure is far greater than allowing the pregnancy to continue while dealing 
adequately with the heart-failure. Pregnancy should be forbidden in all 
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patients with a history of recurrent heart-failure and in all those suffering 
from auricular fibrillation whose environment does not permit efficient ante- 
natal care. When patients in this group are seen in the first three months of 
pregnancy the uterus should be emptied. When they are not seen till later 
they must be rested and when the symptoms of heart-failure are relieved and 
the child is viable, Caesarean section had better be carried out. When 
pregnancy has to be terminated on account of heart-failure supervening 
during the later months, the choice between Caesarean section and the 
induction of premature labour is one to be determined following consulta- 
tion between the cardiologist and the obstetrician. Caesarean section is 
usually the best method but operative treatment should not be undertaken 
before the heart-failure has received adequate treatment. In the less severe 
cases it is best to allow pregnancy to pursue its natural course while the 
patient is under close medical supervision. The induction of premature 
labour is a more serious trial than labour at term. In patients allowed to go 
to term the second stage of labour must be reduced to a minimum by delivery 
of the child by the forceps when ether anaesthesia has proved as satisfactory 
as any other form. ; 

The views of the authors have been clearly expressed throughout the 
context and, based as they are on a wealth of practical experience in this 
department of medicine, they will prove of inestimable value, alike to the 
general practitioner, obstetrician and cardiologist, so that this helpful book 
should be in the hands of each. 

WE: 


“Anaesthesia and Analgesia for Nurses and Midwives,’’ by J. K. Watson, 

M.D., (Edin.). 

Dr. WATSON has written an excellent little book to provide a simple account 
of the various types of anaesthesia used in modern practice for nurses and 
midwives, with a description of their duties before, during, and after the 
administration of the drugs under consideration. 

The last chapter on anaesthesia and analgesia in normal labour is naturally 
that which has most interest for the obstetrician. There is a concise and 
clear sketch of the best-known methods employed. Dr. Watson, unlike 
almost every British writer on the subject, draws the correct distinction 
between analgesia and amnesia. We have only minor criticisms to offer on 
this chapter. It might be thought from the last sentence of the first 
paragraph of page 109 that the only way of producing twilight sleep is to 
give morphia and hyoscine, whereas many other drugs, notably most of the 
barbiturates, can achieve the same end. 

We do not regard gas-and-air analgesia as an ideal method because the 
patient comes round between pains and may spend the interval in worrying 
about her state; as Dr. Watson writes on page 124 ‘‘it may be just as 
important to relieve mental pain as it is to relieve bodily suffering’. It is 
not true to say that under morphia and hyoscine pain even at the height 
of labour is easily borne; the patient may scream loudly with every contrac- 
tion, and this is one of the disadvantages of the method. Dr. Watson advises 
that the injection should be made into the buttock. Is there any special 
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advantage in this? In the review copy of the book the important first 
numeral of the denominator is omitted seven lines from the bottom of page 
127, where the amount of the repeat doses of hyoscine in the morphia and 
hyoscine technique is being described. 

Dr. Watson rightly says that this technique is unsuitable in cases of 
primary inertia, but he might very well have stressed the value of a single 
dose of morphia and hyoscine in this condition. 

We have little but praise for the rest of the book. The description of 
Kelly’s apparatus (page 35) for intratracheal ether is difficult for one to 
follow, so may, perhaps, be beyond the comprehension of some nurses. In 
the chapter on spinal analgesia mention is not made of the 
rare but serious complication of persistent paralysis. Dr. Watson 
considers that evipan sodium. spares the patient psychic trauma. 
One’s experience is that if a patient has to be anaesthetized in the theatre, 
in order not to waste the brief time available for operation under this 
anaesthetic, she is often frightened, and the pre-medication with morphia 
and hyoscine by Dr. Watson is not recommended with any enthusiasm by 
the makers of evipan. 

The first chapter, which contains a general survey of anaesthesia and the 
nurse’s duties relating to it is altogether admirable, and the book should 
fulfil the purpose for which it has been written. 


ANDREW M. CLAYE. 


“Climate and Acclimatization,’’ by Str ALDo CaAsTELLANI, K.C.M.G., M.D., 
F.R.C.P. Second edition. John Bale, Son, and Danielsson. Price 8s. 6d. 


Ir is a happy chance that this popular little book should have appeared in 
these days when the increasing importance of physical therapy in the 
prevention and the treatment of disease is being increasingly stressed. In 
this connexion the question of climate has been consistently neglected 
although it is obvious to all who consider the subject that it must be of 
far-reaching importance in many questions of general medicine. 

In this book the practitioner of medicine will find all that he requires to 
know about the subject of climate and the various lines on which he may 
guide his patients with regard to their differing requirements, and the 
principles whereby he may be able to gauge their degrees of responsiveness. 

It is not surprising in view of its authorship that it will perhaps be of 
the greatest value to those intending to visit tropical climates, and there is 
a useful chapter on the acclimatization of women and children to the tropics 
which appears to clarify this subject considerably. According to the author, 
imperfect sanitation rather than insuperable adverse climatic influences has 
always been the principal enemy of the resident in the tropics, and the 
various triumphs of public health which have been achieved in recent years 
seem to give point to this theory. 

He points out that the limit of man’s adaptability to variations of climate 
and temperature have not even yet been fully realized, and this view 
would appear to have far-reaching importance when the question of a wise 
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administration of an empire such as ours has to be considered in conjunction 
with medical science. 

Readers of this second edition will notice with interest the influence ot 
the recent Italian campaign on the author’s views and experience, while 
perhaps the greatest importance of the book lies in the fact that it is 
’ principally based upon a wide application of physiological observation 
tempered with long experience. 

The book is easily handled but is printed on rather poor-quality paper. 
It is otherwise, however, well indexed and documented. 


W.S.C.C. 


‘‘Hyperemesis Gravidarum: Clinical and Biochemical Investigations,’’ by 
E. ScuHJoTt-Rivers. Acta Obstetrica et Gynecologica Scandinavica, 
Volume XVIII. Supplementum I. 248 pages. Helsingfors, 1938. 
Mercators Tryckeri. 


THIs treatise, written in English, embodies a complete review of the 
historical aspect of the aetiology of hyperemesis, as well as a full résumé of 
previous biochemical investigations which have been undertaken by various 
authors in attempting to elucidate the cause of this condition. The extent 
of this survey can be gauged from the fact that the bibliography consists 
of 13 pages. 

Into this survey are woven the results which the author has himself 
obtained at the University Clinic of Gynaecology and Obstetrics at Oslo, 
where 57 patients suffering from hyperemesis between the years 1934 and 
1937 have been investigated both from the biochemical and from the clinical 
aspect. His findings and observations are set forth in seven chapters; the 
first is concerned with the concentration of chlorides in the blood and urine 
of the patients, which varies only in relation to the extent of the vomiting 
and does not give any indication of the prognosis. The second chapter deals 
with the estimation of non-protein nitrogen in the blood. No relation was 
found between the values of the non-protein nitrogen and the signs of 
intoxication. The third chapter treats of the urobilin excretion in the urine 
and shows that in 80 per cent of cases urobilinuria occurs, but there was 
not any definite correlation between this phenomenon and the nature of 
the case. A chapter follows on gastric functions with numerous test-meal 
investigations. The next two chapters are chiefly clinical: the first concerns 
visual disturbances which were found to be of grave prognosis indicating 
immediate termination of the pregnancy; the second deals with the nervous 
lesions found in hyperemesis; although only 3 of the latter cases were met 
with in the material under review, they are fully described. Forty-six 
other cases collected from the literature, having a mortality of 35 per cent, 
are reviewed. The final chapter deals with fatal cases, and in searching the 
records of the clinic over a period of 30 years, which records include 50,000 
maternity patients, 6 fatal cases of hyperemesis were discovered. The 
author finds that the patients who died had all suffered from vomiting for 
long periods, always for more than 6 weeks; he concludes, therefore, that 
there is not any justification for interrupting a pregnancy at the beginning 
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of the disease for fear of serious complications. An interesting observation 
is made, namely that fever in hyperemesis should be regarded as a very 
serious complication indicating immediate termination of the pregnancy. 

This volume undoubtedly is the result of an enormous amount of work, 
and the fact that no revolutionary discovery has been made does not detract 
from its value, both as a work of reference and as a detailed research into 
the various changes in the body caused by hyperemesis in pregnancy. 


A.C.B. 


: 


Review of Current Literature. 


Director: FREDERICK Rogugs, M.A., M.D., M.Chir. (Cantab.), 
F.R.C.S., F.C.O.G. 


THis Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘‘Journal 
of Obstetrics and Gynaecology of the British Empire’’ exchanges : — 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica] 
de Quebec. 

Australian.—Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Briixelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Atrchiv fiir Gynakologie; Zeitschrift fiir Geburtshilfe und 
Gynikologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinische Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetrica y Ginecologia 
de Buenos Aires. 

Japanese.—Japanese Journal of Obstetrics and Gynaecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology, and 
Biochemistry. 


LIST OF ABSTRACTORS 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. LYLE CAMERON, F.R.C.S.; ALBERT Davis, F.R.C.S.; 
F. H. Finraison, F.R.C.S.; B. Gitpert, F.R.C.S.; R. J. 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C.S.; 
C. D. Reap, F.R.C.S. (Edin.); F. Roguss, F.R.C.S.; R. WINTERTON, 
F.R.C.S. 

Felsted: W. E. CROWTHER, M.B. 

Leeds: R. H. B. ApaMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEeFFcoaTE, F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: .JANE H. FILSHILL. 
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British Medical Journal. 


No. 4019, January 15th, 1938. 
“Lower abdominal pain of cervical origin. J. Young. 


No. 4034, April 30th, 1938. 
*Eclampsia. G. Gordon Lennon. 


No. 5036, May 14th, 1938. 
*An analysis of 350 cases of abortion. R. G. Cooke. 


No. 4037, May 2ist, 1938. 


“The biological nature and quantitative variation of the gonadotropic activity 
of pregnant women’s serum. M. Boycott and I. W. Rowlands. 


No. 4039, June 4th, 1938. 
“The composition of the blood in pregnancy. J. Ramsay, M. T. Thierens, 
and H. E. Magee. 


No. 4040, June 11th, 1938. 
*The treatment of placenta praevia. O. Lloyd and J. E. Giesen. 


LOWER ABDOMINAL PAIN OF CERVICAL ORIGIN. 


A syndrome is described which, though fairly common, has hitherto 
lacked scientific explanation. It consists in chronic cervicitis, backache and 
pain in the iliac fossa. The pain is aetiologically related to the uterine 
infection, being referred to the area of peripheral distribution of the nerves 
supplying the cervix. The orthodox treatment of these cases is usually 
ineffective, and Young reports extremely good results from his treatment 
of alcoholic injection of the pelvic plexus. This interrupts the afferent nerve 
pathways involved, and appears to provide a rational approach to what has 
always been one of the most difficult therapeutic problems. 


EcLAMPSIA. 

This article is a general review of 61 cases of eclampsia occurring at the 
Aberdeen Maternity Hospital during the years 1932 to 1936. These give an 
incitence rate of 1.59 per cent with appreciable increase during the winter 
months. Most of the cases occurred in primigravidae, and nearly all the 
deaths were in patients over 30 years old, the total maternal mortality rate 
being 9.84 per cent. The infantile mortality rate was 39 per cent, this, like 
the maternal death rate, being doubled in illegitimate pregnancies. Another 
striking point is the fact that the mortality for the country was nearly three 
times that for the town, a peculiarly interesting commentary on the value 
of antenatal supervision. 


AN ANALYSIS OF 350 CASES OF ABORTION. 
Three hundred and fifty cases of abortion admitted to the Derby City 
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Hospital over a period of 7 years are analysed. Approximately 40 per cent 
were procured, the most common method being the insertion of slippery elm 
bark. Apparently this is more frequently done by another person, as it is 
rare to find the effects of injury in the vagina or cervix. Local sepsis was, 
however, very common, over 40 per cent of the cases being infected on 
admission. The mortality rate was 3 per cent, nearly all the deaths being 
due to local sepsis. 


THE BIOLOGICAL NATURE AND QUANTITATIVE VARIATION OF THE GONADOTROPIC 

AcTIVITY OF PREGNANT WOMEN’S SERUM. 

It appears that the gonadotropic activity of blood-serum during pregnancy 
runs parallel with that of the urine, though the experimental changes 
produced by its injection into animals is somewhat different. The concentra- 
tion of the gonadotropic substance was found to increase rapidly during the 
sixth week, attaining a maximum at the tenth week and then quickly 
declining to a very low level, the latter being fairly consistent from the 
twentieth week to the end of pregnancy. 


THE COMPOSITION OF THE BLOOD IN PREGNANCY. 


The blood of 101 women was examined at the seventh month of pregnancy. 
In 7 per cent it was found to be definitely anaemic, in a larger percentage 
slightly so. In 40 per cent of the cases the blood failed to inhibit the 
growth of streptococci, but these do not appear to be of prognostic value. 


THE TREATMENT OF PLACENTA PRAEVIA. 


The standard method of treatment of placenta praevia at Queen Charlotte’s 
Hospital is described. The patients are examined under light anaesthesia, 
and if a central placenta is found and bleeding occurs, the vagina is tightly 
packed with gauze and Caesarean section is subsequently carried out. In 
lateral placenta praevia the membranes are ruptured whether the patient is in 
labour or not, packing of the vagina being employed only if bleeding is 
profuse. External version and pulling down a leg is regarded as unnecessary 
interference, and Willett’s forceps are only very occasionally employed. 
Blood transfusion is carried out quickly and at the smallest indication. It 
appears from the comparative results of a very large number of cases that 
this routine has been extremely successful both in the achievement of 
haemostasis and the lowering of the maternal mortality, and though most 
obstetricians are in the habit of treating their cases by different methods 
these results deserve serious consideration. 

Albert Davies. 


The Canadian Medical Association Journal. 


Vol xxxviii, No. 5, 1938. 


“Kraurosis, leucoplakia and pruritus vulvae; treatment by resection of the 
sensory nerves of the perineum. B. Usher and A. D. Campbell. 
Venereal disease in relation to pregnancy. J. C. Goodwin. 
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KRAUROSIS, LEUCOPLAKIA AND PRURITUS VULVAE; TREATMENT BY RESECTION 
OF THE SENSORY NERVES OF THE PERINEUM. 


These various conditions have been confused, and although, on occasion, 
they may be found associated in the same patient, they are, nevertheless, 
definite and separate entities. Leucoplakia is a degenerate condition of the 
skin of the vulva; kraurosis is an atrophic shrinking of the vagina, chiefly 
affecting its entrance. Chronic pruritus is usually associated with lichenifica- 
tion, there being diffuse plaques of thickening of the skin, and the normal 
markings are exaggerated. The skin, when moist, has a white and swollen 
appearance. The vulva is chiefly affected, and there tends to be a wide 
involvement of the skin, especially of that covering the upper part of the 
thighs, the groins, the mons veneris and the peri-anal region.. The 
cause of these conditions appears to be obscure, although it does seem that 
these changes are more pronounced at the time of life when oestrin produc- 
tion is diminishing. 

All these states are highly resistant to treatment. This formerly consisted 
of the local application of ointinents and lotions, but of late glandular sub- 
stances such as oestrin have been employed. The author, however, has 
been treating these patients by resection of the sensory nerves which spring 
from five different sources; this is not a new method, as it was employed 
by J. Y. Simpson. At the time of resection biopsies were made, as carci- 
noma frequently supervenes in cases of leucoplakia vulvae. The results as 
regards relief of symptoms were highly gratifying, it being found that when 
itching was relieved much trauma from scratching was prevented, and this 
was thought further to prevent the likelihood of the development of carci- 
noma. It was noted that in at least one case of leucoplakia the condition 
retrogressed. 

A short bibliography is appended, 


J. Lyle Cameron. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxiv, No. 2. 

Fear: Presidential Address. B. G. Hamilton. 

The surgical treatment of complete perineal tears in the female. N. F. 
Miller and W. Brown. 

Six normal and complete presomite human ova. J. I. Brewer and J. E. 
Fitzgerald. 

*Retrograde cystocele operation. J. L. Bubis. 

Some less generally recognized aspects of gynaecological endocrinology. 
E. Novak. 

*The aetiology and treatment of primary dysmenorrhoea. J. E. Lackner, 
L. Krohn, and S. Soskin. 

A study of five patients with chorion-epithelioma. J. A. Gough. 

Tuberculosis and pregnancy. G. D. Royston, J. Jensen, and H. Hauptman. 

The treatment of cervico-vaginitis in children with silver picrate sup- 
positories. A. J. Kobak and L. E. Frankenthal. 

Maternal morbidity. R. M. Grier. 
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Lymphangioma of the ovary. R. S. Siddall and W. R. Clinton. 

Delivery following stillbirth from dystocia in previous pregnancies. A. B 
Hunt and R. D. Mussey. 

A to-year statistical report of carcinomata of the cervix. F. W. Smythe. 

The diagnosis of the sex of the human foetus in utero. S. B. Blakely. 

Book reviews. 

Selected abstracts: Carcinoma. 


Vol. xxxiv, No. 3. 


*Carcinoma of the cervix during pregnancy. W. C. Danforth. 

The effect of the ovarian hormones on the human (non-puerperal) uterus 
L. Krohn, J. E. Lackner, and S. Soskin. 

Pyelo-ureteritis in pregnancy. H. F. Traut. 

End-results of urinary tract infections associated with pregnancy. E. G. 
Crabtree. 

*A study of the end-results of the treatment of amenorrhoea and sterility by 
radiation of 128 married women over a period of 12 years. I. I, Kaplan. 

*Pathology of the cervix. W. Schiller. 

Experimental and clinical therapy of vulvo-vaginal mycoses. H. C. 
Hesseltine. 

The oral administration of paraldehyde for relief of pain during labour. 
E. J. De Costa and R. A. Reis. 

Heart disease in pregnancy. A. E, Lamb. 

*Surgical complications of pregnancy. S. A. Cosgrove. 

The mortality and complications of 3,129 supracervical hysteromyomec- 
tomies. H. E. Schmitz. 

Splenomegaly in pregnancy. W. B. Serbin. 

Episacro-iliac lipoma. E. Ries. 

Angiomatosis retinae (von Hippel’s disease, Lindau’s disease) complicated 
by pregnancy. M. V. Armstrong. 

Ectopic gestation following Pomeroy sterilization. M. H. Lutz. 

Eugenic sterilization in Europe. Marie E. Kopp. 

Operative methods of sterilization in the female. E. Bishop. 

Sterilization by irradiation. Ira I. Kaplan. 

Sterilization from the point of view of the obstetrician and gynaecologist. 
B. P. Watson. 

Legal considerations for the physician. W. J. McWilliams. 

Sterilization and eugenics. F, Kennedy. 

Sterilization from the standpoint of the internist. J. Wyckhoff. 

Society transactions. 

Collective review: Menstruation and its disorders, 


Vol. xxxiv, No. 4. 
*The vascular factor in the toxaemias of late pregnancy. N. J. Eastman. 
The cardiac functional capacity as an aid to prognosis during pregnancy. 
H. E, B. Pardee. 
Hypertension, nephritis, and the toxaemias of pregnancy. R. G. Douglas. 
*Incontinence of urine in the female, the urethral sphincter mechanism, 
damage of function, and restoration of control. W. T. Kennedy. 


845 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The Bissell operation for cystocele. H. Grad. 

Methods and results of treatment in carcinoma of the cervix at the Memorial 
Hospital. W. P. Healy and E. L. Frazell. 

*An analysis of 300 consecutive cases of primary cervical repair. G. A. 
Wood. 

The effect of pregnancy on malignant tumours. F. R. Smith. 

Chemical determination of pregnancy by the Visscher-Bowman technique. 
C. Drabkin and S. Goldschmidt. 

The effect of oestrin upon the basal metabolic rate and the nervous symp- 
toms of ovariectomized women. Mary E. Collett, J. T. Smith and 

G. E. Wertenberger. 

Studies on dried blood-serum of women. A. M. Hellman and G. Musa. 

Worth-while surgery in the newborn. J. A. Harrar. 

Obstetric analgesia with acid alurate in rectal ether oil. H.C. Ingraham 
and J. A. Rosen. 

Clinical experience with a new ergot alkaloid. J. E. Tritsch and K. H. 
Behm. 

Testicular tubular adenoma (Pick). J. R. Miller. 

A modification of the Kielland, Simpson, and Tucker-McLane forceps to 
simplify their use and improve function and safety. R. Luikart. 

Tetanus associated with criminal abortion. G. G. Komaromy. 

The treatment of functional uterine haemorrhage. F. E. Keene and F. L 
Payne. 

Collective review: Menstruation and its disorders. H. Ehrenfest. 


RETROGRADE CYSTOCELE OPERATION. 

The operation of vaginal hysterectomy combined with the double colpor- 
rhaphy is increasing in popularity when cases of vaginal prolapse are asso- 
ciated with a uterus which needs removal, either because of disease or 
because its removal facilitates the all-important colporrhaphy operation. 
However, in certain cases in which the removal of the uterus by the vaginal 
route is contra-indicated because of adnexal inflammatory disease or dense 
adhesions in the pouch of Douglas, it is necessary to combine the vaginal 
operation with an abdominal hysterectomy. In this paper Bubis points 
out that in such an operation there is a great risk of cutting the topmost 
stitches of the vaginal plastic while freeing the cervix from its attachment 
to the vagina. Consequently he has devised an operation in which the 
repair of the supports of the bladder is carried out via the abdomen after total 
hysterectomy has been performed. 

As a preliminary he advises the passage of a catheter into each ureter, 
the insertion of a Pezzar catheter into the bladder, and the performance of 
colpoperineorrhaphy if necessary. The removal of the uterus is carried out 
with the usual technique, but instead of closing the upper end of the vagina 
he inserts a continuous interlocking stitch around the cut edge. The bladder 
is held out of the way and the fascia is stripped from the anterior vaginal 
wall. The ease of separation of this fascia from the bladder and vagina 
depends upon finding the correct line of cleavage, upon the thickness of the 
fascia, and upon the absence of scar tissue. Care must be taken that the 
ureters are palpated and seen to be out of the way. The pubo-cervical 
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fascia is next reconstructed by plication with interrupted sutures incorporat- 
ing a smal! amount of bladder, vagina, or both tissues in the sutures. The 
slack in the vaginal wall is taken up either by one or two sutures or by the 
excision of a wedged-shaped portion with its base uppermost. The tautness 
of the anterior wall is maintained by stitching the round ligaments to the 
anterior wall and not to the fascial plane. From his experience of this 
method the author is of the opinion that the end-result is excellent in most 
cases. 


THE AETIOLOGY AND TREATMENT OF PRIMARY DYSMENORRHOEA. 


The authors attack this problem by the administration of ductless gland 
extract. It is quite well known that oestrogenic substances augment and 
that progesterone decreases the motility of the uterus in various laboratory 
animals. They report Novak’s and Reynolds’s opinion that the pain is 
due to an exaggerated contractility of the uterus consequent on a faulty 
balance of these two hormones, and quote Moir, who believes that the pain 
is due to a relative ischaemia of the uterus associated with the abnormal 
contraction. They also describe the endocrine theory of Kennedy, who 
suggests that the pain is due to degenerative changes in Frankenhauser’s 
ganglion as a result of a deficiency of oestrin. Thus there are two opposing 
theoretical hypotheses involving two hormones whose actions are supposed 
to be antagonistic. The theory of Novak and others and the findings during 
animal experiments demand the administration of progesterone, while oestrin 
is indicated if Kennedy’s theory is thought to be correct. The authors have 
investigated and treated a small number of cases of primary dysmenorrhoea 
with the view of determining whether treatment according to either or both 
theories would bring relief. Four cases were used as controls for the 
estimation of the hormone content of the urine and blood, progesterone was 
given to 7 cases and oestrogenic substance to 4 cases. Hormone estimations 
were carried out before and after the injections, and the state of the endo- 
metrium and the type of contractions of the uterine muscle were afterwards 
noted. The pain was definitely relieved in 5 progesterone cases and in 3 of 
the cases in which oestrin was administered. The pain of one of the 
progesterone failures was partly relieved by oestrin. Thus out of the 10 
cases treated, 8 were relieved, 1 partly relieved and 1 not relieved at all. 
They were unable to correlate the successes or failures or the amount of 
pain present with any definite amount of hormone in the blood or urine or 
with the type of contraction of the uterus. Although their data were incon- 
clusive they are of the opinion that most cases of primary dysmenorrhoea 
are hormonal in origin and that hormone therapy should be tried in every 
case before any surgical procedure is seriously contemplated. They feel that 
progesterone should be given to those dysmenorrhoeic patients with large 
well-developed uteri, while the patient with a small hypoplastic uterus is 
more likely to respond to oestrogenic substances. 


CARCINOMA OF THE CERVIX DURING PREGNANCY. 


Carcinoma of the cervix complicating pregnancy is rare, but Danforth 
reports four cases. It is said that the presence of a cancer is a bar to preg- 
nancy. The author does not agree with this statement as he thinks that 
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in the overwhelming number of cases the cancer is present before the preg- 
nancy begins. He also believes that the rarity of the complication is only 
because pregnancy is rare during the age when cancer is commonest. He 
says that the pregnancy increases the rapidity of growth of the cancer 
because of the increased blood-supply to all the pelvic organs, and that 
delivery fer vias naturales causes a very rapid spread, due to the injury 
and opening of lymphatic spaces and tissue planes during the passage of the 
head. He also states that because of the presence of the cancer there is an 
increased tendency for the pregnancy to terminate by abortion, especially 
if the growth is invading the cervical canal. 

The diagnosis during pregnancy is much more difficult than when the 
cancer is present in the non-pregnant state. Danforth explains this by the 
fact that the losses of blood are ascribed to a threatened abortion, with the 
consequent reluctance to do a vaginal examination, and the conservative 
methods of dealing with abortions in vogue to-day. However, if a vaginal 
examination is done in such cases, he says that the hard indurated carcino- 
matous area is in marked contrast to the softened pregnant cervix; if seen 
for the first time during labour, it is usually suspected by the feeling of a 
rigid indurated cervix but advanced cases have been mistaken for placenta 
praevia. 

During an investigation of how such cases were treated in the past, 
Danforth found that Caesarean section gave the best results for the child 
but many of the mothers died of infection and haemorrhage. With the 
advent of Wertheim’s radical hysterectomy there was a marked increase 
in the number of permanent cures, with consequent less regard for the life 
of the infant. Radium has brought another method of dealing with these 
cases, but Danforth could not find any definite lead in the literature as to 
when or how it was to be applied. , 

After reviewing his four cases the author is of the opinion that the 
following considerations are necessary: (a) whether radical surgery is to be 
preferred, (b) whether radio-therapy should be used, with or without X-rays 
or surgery, and (c) whether the life of the foetus should be saved or not. 

He suggests that if the pregnancy is early then operative removal is 
indicated so long as there is a chance of being outside the limit of -the 
growth. This can be carried out by either the vaginal or the abdominal 
route; but probably the latter is to be preferred. The uterus should not 
be evacuated. If radiation is chosen because of the advanced state of the 
growth it should be used irrespective of the pregnancy; the foetus will be 
killed and will come away spontaneously. 

If, however, the pregnancy is nearer six months he thinks that radical 
removal or radiation should still be done. In such cases spontaneous evacua- 
tion may be delayed and it may be necessary to perform subtotal hysterec- 
tomy following the radium treatment. If nearer term, then he believes 
that treatment is much less satisfactory and cures are far rarer than in 
early pregnancy. He thinks that the best thing to do is to wait until there 
is a good chance of a child which will live, then to empty the uterus and 
either do a radical operation or subtotal hysterectomy followed by irradia- 
tion. He mentions Baer’s suggestion that 3,000 milligram-hours of radiation 
would keep the growth in check until the child is large enough for delivery, 
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and that this should be followed later by a complete course of radiation. 
If the patient is in labour when the cancer is first discovered Danforth 
advocates a similar form of treatment as in the late stages of pregnancy 
unless there is enough unaffected cervix to allow dilatation and the passage 
of the child. 


A STUDY OF THE END-RESULTS OF THE TREATMENT OF AMENORRHOEA AND 
STERILITY BY RADIATION OF 128 MARRIED WOMEN OVER A PERIOD OF 
12 YEARS. 


Ira Kaplan believes that there is no field of gynaecology where irradiation 
is more helpful than that of functional ovarian disturbances and sterility. 
He has brought this subject forward again because he is convinced that any 
other form of medication, including hormone therapy, is doomed to failure. 
All of his patients had had some form of endocrine therapy, which had 
proved futile, before receiving irradiation and many had had years of injec- 
tions of the most recent forms of medication. A hundred and twenty-eight 
married women suffering from amenorrhoea and sterility were treated; of 
these 43 were treated for amenorrhoea varying from months to years, 41 
for amenorrhoea and sterility, 11 for sterility alone, and 33 for oligomenor- 
thoea. All cases received radiation to the ovaries. In 80 cases additional 
treatment was given to the pituitary gland, and in 5 instances also to the 
thyroid. The dose given was 75 to 150 rat-units per field of 4 pelvic fields, 
1 treatment per week for 3 weeks. Of these 128 cases, 114 were followed 
up; the missing 14 have been classified as failures. Menstruation was re- 
established in 76 patients, and of these 44 became pregnant. In these 
successful cases amenorrhoea had existed from 1 month to 14 years and 
sterility from 1 to 18 years; only 4 patients had previously borne children 
and 3 had previously aborted. 

The author discusses the possible theories of the mode of action of the 
rays. This included activation of the bleeding factor of the anterior 
pituitary, according to the theory of Wilson and Kurzrok; the destruction 
of cysts in polycystic ovaries (Stein and Leventhal); the destruction of the 
corpus luteum which suppresses menstruation (Corner); or the stimulation of 
the general endocrinological system. 

The author is of the opinion that it requires 4 weeks following treatment 
for effective menstruation to restore itself. 


PATHOLOGY OF THE CERVIX. 


In this paper Schiller, of Vienna, makes clear many of his theories of the 
pathology and diagnosis of early carcinoma of the cervix. He first explains 
that carcinoma can be diagnosed either by the invasiveness of the cells or 
by its cytological characteristics; he believes that the latter can be recognized 
earlier than the former and, therefore, it is the more important. The cyto- 
logical change can be seen in the epithelium adjacent to a growth in at 
least 5 per cent of all cases of cancer of the cervix. This change is character- 
ized by the presence of cells similar to the cancer cell but replacing the 
normal epithelial cells and yet limited by the basement membrane. Schiller 
is convinced that this is surface or superficial carcinoma although many other 
authorities are not so certain. 
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He examined 3,000 so-called normal cervices and, besides finding many 
early cancers, he was able to reconstruct the phases of its development. 
He divides early cancers into 3 groups: (a) Those with the 3 zones of 
ulceration, invasion and adjacent strip of carcinomatous epithelium, 
(b) those with 2 zones of a small amount of invasion against a strip of 
carcinomatous epithelium, and (c) those with only 1 zone, that of surface 
carcinoma only. According to the old pathologists this latter type would 
not be classed as cancer as they demanded invasion as the essential evidence 
of malignancy. Schiller believes that all cases of cancer of the cervix begin 
with this surface carcinoma and he devised his iodine stain to demonstrate it. 
During his study of the early cancers he found that they showed 3 character- 
istics; first, the zone was slightly elevated; second, that the surface was not 
perfectly smooth and somewhat dull; and third, that it was opaque and 
whitish in colour. He explains that this third characteristic has the 
appearance of leucoplakia. He believes that the only relation between 
leucoplakia and carcinoma is that some of the young carcinomata look like 
leucoplakia. 

He makes a definite statement that his iodine test serves only to discover 
a possible carcinomatous zone in a layer of normal epithelium; it does not 
differentiate between a raw carcinoma and an erosion. He also says that 
the test indicates only suspicious spots and does not prove that the suspicious 
spot is carcinomatous. The spots are demonstrated by the absence of 
glycogen in the superficial layers of the epithelium. Keratinization, other 
benign lesions, or even trauma, will give a similar result. Schiller states that 
out of 100 cases there may be 25 with white spots, 15 or so may be due 
to keratinization or trauma, and out of the remainder he might find 1 or 2 
carcinomata. He is certain that if every woman of the cancer age was 
examined by the iodine test once or twice a year all cases of cancer would 
be diagnosed in the initial phase and all have a definite possibility of cure. 


SURGICAL COMPLICATIONS OF PREGNANCY. 

Cosgrave says in this paper that when other diseases occur concomitantly 
with pregnancy they, in general, should be thought of and managed just as 
though the pregnancy did not exist and that the pregnancy itself should 
not be interfered with because of the simultaneous occurrence of such 
diseases. He mentions the different opinions in the literature of the prog- 
nosis and management of acute appendicitis complicating the later months of 
pregnancy. He states that many writers are so obsessed with the danger 
of labour on the course and outcome of concurrent appendicitis in 
late pregnancy that they do not hesitate to advise termination. This is 
accomplished either by vaginal delivery before opening the abdomen, even 
if it means employing forcible dilatation of the cervix, by abdominal hystero- 
tomy at the same time as the appendix is dealt with, or by removal of the 
uterus at the same time as that of the appendix. 

He reports 10 cases of acute appendicitis occurring within the first 
7 months of pregnancy. The pregnancy was not disturbed at the time the 
appendix was removed. Al] mothers did well but spontaneous abortion 
occurred in 3 of them within 28 days of the operation. He also had 8 cases 
in which acute appendicitis occurred in the eighth and ninth months of 
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pregnancy. One mother with general peritonitis died but all the children 
were born alive vaginally, though 2 were premature. In 2 of these cases 
acute appendicitis occurred during the labour, and normal parturition took 
place within 24 hours. He also reports 5 cases of miscellaneous intra-abdo- 
minal surgical complications in which one mother died following exploration 
for acute haemorrhagic pancreatitis at the seventh month. In all these 5 cases 
delivery occurred vaginally, though only 2 of them went to term. 

The author is strongly of the opinion that in all cases, especially those of 
appendicitis, the pregnancy should be left undisturbed, even if the patient 
is in labour at the time of the abdominal section and treatment of the acute 
emergency. 


THE VASCULAR FACTOR IN THE TOXAEMIAS OF LATE PREGNANCY. 

Because of the finding of albumin in the urine and changes in the kidneys 
of those who have died of eclampsia, the role played by the kidney has been 
stressed as the most important factor in the pregnancy toxaemias. At the 
present time observers are gradually accepting the idea that all the signs 
and symptoms of pregnancy toxaemia are due to circulatory changes and 
because of this the raised blood-pressure is assuming the greatest importance. 
In this paper Eastman definitely favours this view. He quotes various 
authorities who found evidence that a large proportion of pre-eclamptic 
patients were left with a certain degree of chronic nephritis. He specially 
mentions Gibberd’s report on the finding of evidence of chronic nephritis in 
57 per cent of cases, with albumin in only 14 per cent. Eastman argues 
that as hypertension, and not albuminuria, is the factor common to both the 
acute and chronic stages of the disease and as the renal function is often 
normal, there is very little evidence that real chronic nephritis is the basic 
lesion. He also states that another finding which can be noted with any 
degree of regularity is a narrowing and tortuosity of the retinal vessels; 
that is, a retinal arterio-sclerosis. Each subsequent pregnancy tends to leave 
the blood-pressure at a higher level, though there might be a slight recession 
directly after delivery, until one of three clinical pictures emerges (a) the 
largest group eventually shows renal changes, including abuminuria and a 
diminution in renal function, (b) a group similar in size which shows cardiac 
changes, including hypertrophy, occasional attacks of decompensation and 
finally cardiac failure, and (c) a group of marked hypertension in which 
death results from apoplexy. 

In 5 patients who died of a series of the disease entity under discussion 
the author found that the predominant pathological lesion was the same in 
all, namely generalized arterio-sclerosis. In 2 of these cases, in which death 
was preceded by uraemia, the kidneys showed similar arterio-sclerotic changes, 
while in the other 3, in which uraemia was not the cause of death, only the 
minimal arterio-sclerotic changes were found in these organs. Therefore 
the author believes that the degree to which renal function is impaired in 
this condition depends chiefly on the extent to which the progressive vascular 
process happens to involve the kidneys. He quotes Herrick, who says that 
the loose use of the term nephritis in association with the toxaemias of late 
pregnancy should no longer be countenanced. He is, however, of the opinion 
that the conception of this condition as a vascular disease aids materially 
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in understanding the clinical courses which these cases pursue. He points 
out that it is difficult to believe that the kidneys fail to excrete the end 
products of an extra pound of weight when they have been used to dealing 
with the metabolism of 140 pounds of tissue, whereas pregnancy is associ- 
ated with a 23 per cent increase of total blood-volume and there is an 
increase of 50 per cent in the output of the heart per minute which throws 
a considerable burden on the vascular system. 

From the point of view of diagnosis, prognosis and treatment of the 
pregnancy toxaemias Eastman recommends careful examination of the 
retinal arterioles, looking for evidence of spasm. If the blood-pressure is 
lowered the spasm disappears, but if it persists then he believes that a serious 
view should be taken and termination of the pregnancy seriously considered. 


INCONTINENCE OF URINE IN THE FEMALE, THE URETHRAL SPHINCTER 
MECHANISM, DAMAGE OF FUNCTION, AND RESTORATION OF CONTROL. 


In this paper Kennedy describes the technique of his operation based on 
his theory of vesical control. He maintains that there are two types of 
sphincter, an involuntary and a voluntary. The involuntary sphincters sur- 
round both the inner and outer thirds of the urethra, are circular and are not 
fixed at any point but are suspended in some form of sling. The freedom 
from fixation is the most important part of this involuntary mechanism and 
if the muscle becomes fixed as the result of injury or adhesion its function 
is impaired. Similarly without its sling support this circular muscle is 
unable to exert its full force during contraction. In the inner third of the 
urethra this sling mechanism is supplied by the pubo-vesical ligaments. 
During the passage of the head in labour bruising and consequent scarring 
is liable to take place in the areolar tissue surrounding the urethra and the 
sling mechanism is specially liable to injury. This scarring leads to a 
distortion of the urethra with irregular and incomplete contraction of the 
sphincter. .This constitutes a larger part of the loss of control. Kennedy 
is convinced that the essential step in operative treatment is the breaking 
down of these adhesions and the freeing of the urethra from its abnormal 
attachments to the pubic rami, fortified by the reconstruction of the sling 
support. 

He describes the voluntary sphincter as exerting its action about the inner 
and middle thirds of the urethra. Perfect function of this muscle enables 
the individual to stop micturition at will, half way through the act. Kennedy 
thinks that the fibres of this muscle are formed by interlacement of the 
anterior part of the levatores ani muscles beneath the urethra and that 
childbirth often injures them. 

The essential steps in his operation are (1) the complete separation 
of the whole length of the urethra and neck of the bladder from the pubic 
rami, (2) the longitudinal pleating of the posterior urethral wall with 
interrupted mattress sutures, with special care to include the neck of the 
bladder, (3) a second layer of mattress sutures along the whole length of 
the urethra, burying the first layer, and (4) the drawing together, in the 
midline, of the voluntary muscle fibres and vaginal skin with interrupted 
silver-wire sutures. 

While considering his results Kennedy states that in some of his cases 
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there was some difficulty is voiding urine after removing the self-retaining 
catheter which needed repeated catheterization for periods varying up to 
three weeks. In one case the wound around the urethra broke down, with 
the formation of a urethro-vaginal fistula. 

Of the 28 patients on whom he operated, including 5 who had had one or 
more previous operations, 26 had their urinary control restored, one has 
incontinence which may not be permanent and one may need another 
operation. 


AN ANALYSIS OF 300 CONSECUTIVE CASES OF PRIMARY CERVICAL REPAIR. 


Wood states that since 1929 it has been his practice to inspect and to 
perform a primary repair of any cervical laceration at the end of the third 
stage of labour. These 300 cases were obtained in a series of 341 consecutive 
deliveries. He classifies these lacerations into small, if 44 to 1 inch in length; 
moderate, if from 1 to 2 inches; and extensive, if more than 2 inches During 
the examination of the cervix he noted that there was always at least two 
inches of cervix projecting into the vagina and he thinks that this upsets the 
present-day teaching of complete retraction of the cervix during the first stage 
of labour. In his series forceps or version was performed on 65 cases. He 
thinks that this figure is too small to form any conclusion, but he notes that 
in these cases there was a rather higher percentage of moderate and severe 
tears. Lacerations were found to be just as common in multiparae as in 
primiparae and in no case did he perform the repair because of bleeding. 
Amongst other considerations he found that lacerations became more common 
the larger the child, not much affected by the position of the child except 
when forceps were necessary, or by premature rupture of the membranes. 
But primiparae in labour for more than 18 hours had a marked increase of 
small tears, while multiparae in labour for more than 12 hours had a great 
increase of extensive lacerations. 

Wood did not find any increased risk of morbidity as the result of the 
primary repair, and subsequent deliveries did not result in more extensive 
tears, neither were they complicated by cervical dystocia. The author also 
comes to the conclusion that the primary repair of cervical lacerations 
lessens the amount of subsequent cervical disease. 

B. Jeaffreson. 


The Journal of the American Medical Association. 


Vol. cx, No. 11, March 12th, 1938. 


Vaginal tamponage for catamenial sanitary protection. Lloyd Arnold and 
Marie Hagele. 


Vol. cx, No. 12, March 1gth, 1938. 
*Vaginitis and vulvitis associated with an excess of oestrogen in the blood. 
Evan Shute. 
Vol. cx, No. 15, April gth, 1938. 
Epidemic diarrhoea of the newborn. W. H. Best. 
Contraception in private practice. Lovat Dewees and Gilbert W. Beebe. 
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*The interpretation of excessive gonadotropic hormones excreted in the urine 
in early pregnancy. A. J. Kobak. 

Carcinoma of the cervix of mice receiving oestrogens. W. U. Gardner. 
Edgar Allen, G. M. Smith, and L. C. Strong. 


Vol. cx, No. 18, April 30th, 1938. 
Combined extra-uterine and intra-uterine pregnancy. E. J. Dolan. 


Vol. cx, No. 19, May 7th, 1938. 


Sulphanilamide in the treatment of gonorrhoeal vulvo-vaginitis. S. J. Hoft- 
’ man, Maurice Schneider, M. L. Blatt, and R. D. Herrold. — 
Chin to chin locking of twins. H. E. Bowles. 


Vol. cx, No. 20, May 14th, 1938. 


The treatment of gonococcal vaginitis with oestrogenic hormone. Further 
studies. Richard W. Te Linde. 


Vol. cx, No. 21, May 2ist, 1938. 
Premenstrual tension. S. L. Israel. 
The female perineum: episiotomy and a technique for its repair. Ray- 
mond J. Pieri. 


Vol. cx, No. 22, May 28th, 1938. 
Inresexuality. William H. Rubovits and William Saphir. 


Vol. cx, No. 23, June 4th, 1938. 
Biseptate uterus. Harold J. Shelley. 


Vol. cx, No. 24, June 11th, 1938. 


Concentrated haemolytic streptococcal antitoxic serum in puerperal fever. 
A. F. Lash. 


Vol. cx, No. 25, June 18th, 1938. 


Post-mortem Caesarean section in twin pregnancy. D. A. Harrison, J. H. 
Shelton, and C. M. Carrithers. 


Vol. cx, No. 26, June 25th, 1938. 
Idiosyncrasy to paraldehyde. Jacob Kotz, George B. Roth, and W. A. 
Ryon. 


VAGINITIS AND VULVITIS ASSOCIATED WITH AN EXCESS OF OESTROGEN IN 
THE BLoop. 


For some time vulvo-vaginitis of the post-climacteric or senile type has 
been treated by administration of oestrogen either by injection or as a 
local suppository. Remembering that certain of these cases were not bene- 
fited, or were even aggravated by this treatment, the author investigated 
several cases and found an excess of blood oestrogen to be present. It is 
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well recognized that excretion of oestrogen in the urine may occur for years 
after the physiological or induced menopause, the hormone possibly originat- 
ing in the anterior pituitary or adrenal cortex. In the four cases described 
excessive blood oestrogen was present in each case, though not all had 
reached the menopause. The method employed to neutralize this excess of 
oestrogen was the administration of wheat germ oil, and successful results 
were obtained in each case. 


THE INTERPRETATION OF EXCESSIVE GONADOTROPIC HORMONES EXCRETED IN 
THE URINE IN EARLY PREGNANCY. 


The case is described of a patient of 32 years of age whose first pregnancy 
was complicated by marginal placenta praevia, the second pregnancy ter- 
minating in the spontaneous passage of a hydatidiform mole at 26 weeks. 
Curettage was performed, and the Friedman test was negative four weeks 
later. Five weeks after the test the patient presented herself with a uterus 
the size of a six weeks’ pregnancy, and a history of coitus having taken 
place with the use of a condom six weeks previously. The Friedman test 
was now positive. A week later the patient had a profuse painless vaginal 
haemorrhage which stopped spontaneously. A quantitative Aschheim- 
Zondek test revealed 150,000 mouse-units per litre instead of the normal 
5,000 to 30,000 units. A tentative diagnosis of chorion-epithelioma was 
made, and the uterus was emptied by abdominal hysterotomy. It proved 
to contain a normal foetus and placenta, the corpus luteum of pregnancy 
also being normal. 

The case illustrates the fact that in normal pregnancy the concentration 
of gonadrotropic substances excreted in the urine may reach very high levels. 
The peak of the excretion is eight weeks after the last normal period. 
Similarly high levels often occur in cases of hyperemesis gravidarum and the 
toxaemias of late pregnancy. Cases have also been reported in which 
the gonadotropic hormone concentration was not raised in the presence of 
hydatidiform mole and chorion-epithelioma. 

The author concludes that in cases of excessive siiiiiiliiiiaity hormone 
excretion the presence of normal pregnancy should be excluded before a 
diagnosis of hydatidiform mole or chorion-epithelioma is made. 


F. H. Finlaison. 


Surgery, Gynecology and Obstetrics. 


Vol. Ixvii, No. 1, July 1938. 

*Electrocoagulation of 400 cervical erosions; a photographic study. O. 
Zelezny-Baumrucker and G, O. Baumrucker. 

Fertility and sterility after extra-uterine pregnancy. C. W. Mayo and 
E. O. Strassmann. 

*Haemorrhage from carcinoma of the cervix; control of extraperitoneal liga- 
tion of the hypogastric arteries: M. L. Levanthal, A. F. Lash, and A. 
Grossman. 
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Vol. Ixvii, No. 2, August 1938. 
*Asphyxia neonatorum—the pivot upon which turns the movement to prevent 
asphyxial death. P. J. Flagg. 
*The persistence of gonococcal infection in the adnexa. W. A. Casper and 
E. N. Scadron. 
*The physiology of the uterine musculature. A.C. Ivy and L. Rudolph. 
*Endometriosis; a possible aetiological factor. J. V. Meigs. 


ELECTROCOAGULATION OF 400 CERVICAL EROSIONS; A PHOTOGRAPHIC STUDY. 


This report is based on a study of 400 cases of cervical erosion collected 
during the past 5 years from both clinical and private practice. The treat- 
ment has been limited to electrocoagulation of the lesions with a spark-gap 
diathermy machine. Description usually being inadequate in this type of 
work, coloured photography became a very satisfactory means of demon- 
strating the results. 

With a spark-gap diathermy machine, the indifferent electrode is con- 
nected to an aluminium abdominal pad, the active electrode, held in a 
bakelite handle. The needle is inserted into the canal to the depth of about 
half an inch and removed when a whitish circumference appears at the os, 
after which the erosion is just touched with the point of the electrode until a 
whitish grey circular area appears. This is repeated, each area overlapping 
the next until the entire erosion is coagulated white. 

This method of treatment heals the erosion and stops the leucorrhoea. 
It corrects the condition of sterility or decreased fertility associated with 
erosion. It permits of normal dilatation of the cervix at subsequent 
deliveries. 

Contra-indications for this treatment are pregnancy, acute cervical 
infection and acute and subacute tubal involvement. 

Coloured photography admirably demonstrates cervical lesions and the 
results of treatment, and the authors recommend this procedure to the gynae- 
cologist who is interested in securing coloured records of cervices which he 
may desire to demonstrate at a later date. 


FERTILITY AND STERILITY AFTER EXTRA-UTERINE PREGNANCY. 


In the 10-year period from, January 1st, 1926, to December 31st, 1935, 
142 patients with ectopic pregnancies were seen at the Mayo Clinic. 

There were 140 tubal pregnancies, 1 ovarian pregnancy, and 1 abdominal 
pregnancy. One hundred and forty-one patients were operated upon without 
death, the remaining patient having died before a surgical procedure could 
be attempted. 

Forty-two of the 142 patients could not be expected to become pregnant 
subsequently for various reasons. These patients were practically sterile or 
became sterilized after the ectopic pregnancy. One hundred of the 142 
patients had the possibility of further pregnancy, at least theoretically. 
Eighty-four of them were traced and 31 became pregnant later, 28 having 
intra-uterine pregnancies and 3 having recurrent extra-uterine pregnancies. 
These 28 patients had 47 intra-uterine pregnancies, 32 of which resulted in 
full-time deliveries with 29 living children; the others resulted in mis- 
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carriages and premature deliveries. Twenty-one full-time pregnancies oc- 
curred in 14 patients after salpingectomy, both ovaries being conserved; 
11 full-time pregnancies occurred in 7 patients after salpingo-odphorectomy, 
I ovary being conserved. 

A review of the literature shows that ectopic-pregnancy recurs in 3.9 
per cent of cases. In this series of 84 patients who had had their first ectopic 
pregnancy treated at the Mayo Clinic, and had the possibility of further 
pregnancy, the percentage was somewhat lower, 3.6. The number of 
recurrent ectopic pregnancies occurring in a total of 142 patients (including 
those who had had their first ectopic pregnancy treated elsewhere) was 
4.0 per cent. 

As the probability of intra-uterine pregnancy after one ectopic pregnancy 
is about 10 times larger than the probability of another ectopic pregnancy, 
conservative surgery is advisable to preserve fertility. 


HAEMORRHAGE FROM CARCINOMA OF THE CERVIX. 

Bilateral ligation of the hypogastric arteries is a simple procedure and 
deserves a place as a palliative operation for the treatment of uncontrollable 
haemorrhage from advanced carcinoma of the uterine cervix. 

The operative field is prepared as for an operation for inguinal hernia. 
An incision is made about 1 to 2 centimetres above Poupart’s ligament, 
beginning near the external abdominal ring and continuing upward and 
outward parallel with the ligament to the anterior superior iliac spine. It 
may be prolonged upward as far as necessary in the cleavage line of the 
external oblique muscle. As the incision is deepened the structures en- 
countered are: skin and superficial fascia, the aponeurosis of the external 
oblique, the aponeurosis of the internal oblique, the transversalis muscle 
and the transversalis fascia. 

The peritoneum is gently pushed mesially and upward until the external 
iliac artery is exposed. This is followed upward to the common iliac artery 
at its bifurcation. The mesial member at this bifurcation is identified as the 
hypogastric artery. It is gently freed from the surrounding areolar tissue. 
An aneurysm needle is passed around it near its origin and a double No. 2 
chromic catgut ligature is snugly placed. About 2 centimetres distally to 
this ligature a second similar one is passed and tied. The structures are 
allowed to fall back into place, the fascial aponeuroses are united with a 
few interrupted sutures of No. 2 plain catgut, and the wound is closed with 
interrupted silk sutures. A similar operation is carried out on the opposite 
side. 

No harmful changes occur in the bladder or rectum following this pro- 
cedure, because of the collateral circulation, it is followed by no primary 
mortality and is of value as a palliative measure, or as the only procedure 
for uncontrollable haemorrhage from cervical carcinoma. 


ASPHYXIA NEONATORUM—THE PIVOT UPON WHICH TURNS THE MOVEMENT TO 
PREVENT ASPHYXIAL DEATH. 
The physician who treats asphyxia neonatorum should acquaint himself 
with the anatomy and physiological pathology of the baby’s air-way. 
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Treatment should follow recognized surgical principles whenever conditions 
permit, i.e. exposure of the field, treatment under direct vision. 

If the condition calls for instrumentation, this should be practised up to 
the limit of the benefits secured. It should be clearly understood that 
resuscitation apparatus is merely a means to an end. Anatomical, physio- 
logical, and pathological complications occurring in asphyxia contra-indicate 
the use of so-called automatic apparatus; nothing can take the place of the 
intelligent application of simple instrumentation. 

The author discusses unusual conditions at some length and stresses the 
need of research into the problem of atelectasis, and suggests a method of 
approach in this condition. As a means of attacking the problem he suggests 
that large clinics should establish a department of pneumatology to control 
the use of gases employed for therapeutic purposes. 


THE PERSISTENCE OF GONOCOCCAL INFECTION IN THE ADNEXA, 


This study was undertaken to determine, if possible, whenever the 
gonococcus is present in cases which are clinically and pathologically 
recognized as chronic salpingitis. The results obtained are at variance with 
the older observations and for this reason warrant publication. 

Twenty-four patients suffering from salpingitis were examined bacterio- 
logically, and 66.6 per cent were found to harbour gonococci in spite of the 
fact that none of them was in the acute stage of the disease. In one case 
it seemed likely that the most recent infection took place 10 years ago. In 
another, the Fallopian tube had been injected with turpentine. Gonococcal 
complement fixation tests were frequently found to be at variance with the 
results of culture. While the recovered gonococci were occasionally degenerate 
in form, they rapidly assumed the usual characteristics on subculture. 

The author states that the Fallopian tubes may remain as active foci of 
gonococcal infection for long periods of time, and many cases regarded as 
acute exacerbation of chronic salpingitis may be due to a recrudescence of 
residual infection, rather than to reinfection. Gonococci may survive in the 
Fallopian tube and in the presence of turpentine and mineral oil, and even 
after apparent cure by hyperpyrexia. 


THE PHYSIOLOGY OF THE UTERINE MUSCULATURE. 


Ivy and Rudolph emphasize the fact in this paper that uterine retraction 
and contraction are two distinct processes, both of which are necessary for 
evacuation of the uterus. 

Retraction, in the first stage of labour, leads primarily to a readjustment 
of the muscle-fibres of the uterus, whereby it is prepared for evacuation, and 
in the second stage maintains the uterine musculature in firm contact with 
the breech without a significant change in intra-uterine tension. Retraction 
is an economical and a relatively non-energy-consuming process, whereas 
contraction is an energy-consuming process. 

The term brachystasis describes the change which the muscle-fibres undergo 
in order to manifest the phenomenon of retraction. In addition, the term 
mecystasis describes the change that the muscle-fibres of the cervix and lower 
uterine segment manifest primarily during the first stage of labour, although 
a certain degree of mecystasis occurs during the later months of pregnancy, 
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and in part explains the phenomenon of lightening, and during the third 
stage of labour after separation of the placenta and before its expulsion. 


ENDOMETRIOSIS; A POSSIBLE AETIOLOGICAL FACTOR. 


During the past year and a half, the incidence of endometriosis in the 
author’s private practice, has been 16.7 per cent of all gynaecological cases 
operated upon and 32.2 per cent of all abdominal gynaecological cases. This 
editorial was written by Meigs in an attempt to account for the apparent 
increase of this pathological entity. He thinks that this condition occurs 
more frequently in well-to-do patients than in those of the hospital type, 
because of the fact that the patients seen in private practice have many 
years of menstruation before pregnancy, due to late marriage and the practice 
of contraception. 

During pregnancy and nursing, the secretion of the hormones, oestrin and 
progestin, is not the same as during normal menstruation. Therefore, the 
customary rhythmic change in the endometrium and endometrium-like tissue 
is not present. 

Two types of patients have endometriosis, those who are normal in every 
way except that marriage and pregnancy are delayed, and those who have 
stigmata of pelvic under-development. 

C. D. Read. 


Gynécologie et Obstétrique. 


Vol. xxxvii, No. 1, January, 1938. 
Pelvic phlebitis complicating inflammatory disease of the appendages. F. 
Ferrari and J. Torreilles. 
*Disturbances of the ovarian-pituitary balance. A. Lipschutz. 
*An apparatus combining the instruments used in hysterosalpingography. 
H. Fulconis. 
*The use of blood transfusion in the treatment of puerperal infection. A. A. 
_ Terechova. 


Vol. xxxvii, No. 2, February, 1938. 
Vascular spasm and pregnancy. A. Fruhinsholtz and J. Richon. 
The technique of managed labour. J. Voron and H. Pigeaud. 
*The differentiation between the corpus luteum of pregnancy and the corpus 
luteum of menstruation. Portes, Aschheim, and Robey. 
*Pregnancy following myomectomy. S. Zanela. 
*Extraperitoneal ventral fixation. E. Epstein. 
Five cases of labour following plastic operations for prolapse. W. Geisendorf. 


Vol. xxxvii, No. 3, March, 1938. 
*Stump carcinoma. G. Cotte and A. Notter. 
*Paradoxical biological pregnancy tests in the presence of chorion carcinoma. 
R. Keller and J. Limpach. 
*Transfusion with placental blood and its results. R. Keller and J. Limpach. 
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Ileus neonatorum caused by inspissated meconium. P. Burger. 

*The use of folliculin to inhibit milk secretion. J. Adrian. 

*The estimation of folliculin in women. Durupt. 

Invagination of the appendix and its value in gynaecological operations. 
S. Christitch. 

*The value of capillaroscopy in pregnancy and puerperal infection, S. M. 

Melbard. 

Vol. xxxvii, No. 4, April, 1938. 

*The treatment of puerperal infection by the intravenous injection of glucose 
serum and alcohol. P. Trillat and R. Burthiault. 

A tubal kymograph. L. Bonnet. 

A clinical method of measuring follicular hormone. A. Durupt. 

Intranatal infections of the foetus. O. Gosselin. 

Congenital cystic kidneys in three sisters, two of whom were pregnant. 
Jahier. 

The value of hysterosalpingography in tubal occlusion. J. Haldre and 
R. Kleitsman. 

A full-time pregnancy associated with cervical carcinoma. S. I. Stern. 


Vol. xxxvii, No. 5, May, 1938. 
The systematic use of pituitrin during labour. J. Snoek and J. Bernard 
The treatment of eclampsia. J. L. Wodon. 
The practical value of prolan estimations. R. Bourg. 
*The posterior pituitary and pregnancy. G. Lambert. 
*A study ot uterine hypertonus in labour. R. de Guchteneene and P. La Haye. 
Cases of endometrial hyperplasia. M. Rocmans. 


DISTURBANCES OF THE OVARIAN-PITUITARY BALANCE. 


Lipschutz concludes his series of papers on experimental endometrial 
hyperplasia with an account of the effects of partial removal of the ovaries 
upon the sexual cycle. He found that performance of the operation in 
immature animals led to the same results, namely cystic hyperplasia and 
atypical glandular formation of the endometrium, as were observed in mature 
animals, but with the difference that there was a long latent period of 10 
to 12 months. In other words the law of the constancy of the follicles 
obtains in animals operated upon before puberty, an effect attributed to the 
large numbers of primary follicles present in their ovaries. 

The disequilibrium between the ovary and the anterior pituitary as 
manifested by endometrial hyperplasia was found to be irreversible as distinct 
from the mammary manifestations of such disequilibrium. In some of the 
animals in which ovarian fragmentation was performed the operation appeared 
to bring some degree of masculinization evidenced by hypertrophy of the 
clitoris. In these cases there was not any discernible change in the microscopic 
structure of the ovarian fragments. 


AN APPARATUS COMBINING THE INSTRUMENTS USED IN HyYSTEROSALPINGO- 
GRAPHY. 
Fulconis describes an instrument he has devised which incorporates a 
uterine sound, vulsella, an intra-uterine cannula for the injection of lipiodal, 
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and a bivalve speculum opening laterally so as not not to obscure the X-ray 
field. The ends of the valves of the speculum are shaped so as to sit 
tightly on the sides of the cervix. The advantages claimed for the apparatus 
are that it dispenses with the aid of an assistant and allows a patient to be 
moved to the X-ray table without disturbing the intra-uterine cannula. 


THE Use oF BLoop TRANSFUSION IN THE TREATMENT OF PUERPERAL 

INFECTION. 

A. Terechova discusses the various indications for this method of 
treatment. Practised early in the illness transfusion helps to localize the 
infection. In late cases, when localization has occurred, the effect of trans- 
fusion is a direct one only upon the haemoglobin content of the blood. In 
very severe cases without localization transfusion may have a deleterious 
effect. Transfusion should not be carried out when there is a closed abscess 
in the pelvis, for then spread of the infection is likely, or in patients whose 
general condition is poor or when there are signs of endocarditis, nephritis 
or recent thrombophlebitis. The best results are obtained from small trans- 
fusions of 50 to 200 cubic centimetres of blood. 


THE DIFFERENTIATION BETWEEN THE CORPUS LUTEUM OF PREGNANCY AND THE 

Corpus LUTEUM OF MENSTRUATION. 

According to Portes, Aschheim and Robey the main way in which the 
corpus luteum of pregnancy differs from that of menstruation is in the 
presence of intracellular colloids, which reveal themselves as intracellular 
globules staining brightly with haematoxylin and eosin. They are not 
degenerative products because they can be seen in the corpus luteum of 
early pregnancy. The observation may have medico-legal significance in 
cases of death following suspected abortion. 


PREGNANCY FOLLOWING MYOMECTOMY. 
Zanela of Yugoslavia records the course of 14 pregnancies following 
myomectomy, performed both before and during pregnancy. 


EXTRAPERITONEAL VENTRAL FIXATION. 

Epstein describes an operation for fixing the uterus between the front of 
the rectus muscle and the rectus sheath in cases of uterine and vaginal 
prolapse. 


STuMP CARCINOMA. 

Cotte and Notter report 7 cases of stump carcinoma occurring in a series 
of 250 consecutive cases of cervical carcinoma collected over a period of 17 
years. Five of the cases were treated with radium with satisfactory immediate 
results. 


PARADOXICAL BIOLOGICAL PREGNANCY TESTS IN THE PRESENCE OF CHORION 
CARCINOMA. 
Keller and Limpach report a case of chorion carcinoma in which a 
negative urinary biological test was obtained six days after the curettage 
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by which the diagnosis was established. Hysterectomy was performed two 
days after the curettage and the test remained negative for 14 more days. 
It then became strongly positive, and the pulmonary metastases appeared 
which led to the patient’s death. They ascribe the negative tests to the 
presence of a negative phase in the excretion of prolan following the 
reduction in bulk of the tumour by the curettage. 


TRANSFUSION WITH PLACENTAL BLOOD AND ITS RESULTS. 


Keller and Limpach describe the use of blood obtained from normal 
placentae for transfusion purposes. They collected 69 to go grammes of blood 
from each placenta. The first 10 drops are allowed to flow into an oxalated 
solution and kept aside to be used to determine compatibility. The rest 
of thé blood is received in a flask containing 5 cubic centimetres of a 10 
per cent solution of sodium citrate. The citrated blood is placed on ice 
and used within 36 hours. 


Tue UsE oF FOLLICULIN To INHIBIT MILK SECRETION. 


Adrian claims successful results in inhibiting lactation by the use of 
oestrin, injected in doses of about 20,000 international units. He found the 
method useful both in cases in which rapid involution of the breasts was 
desired after abortion, and in cases of milk engorgement after full-time 
labours when only a temporary inhibition of secretion was desired to relieve 
pain and discomfort. The report is based on 100 cases. 


THE ESTIMATION OF FOLLICULIN IN WOMEN. 


Durupt considers the extent of vaginal opening in immature thice after 
oestrin injection is a more reliable quantitative test than examination of 
vaginal smears. The proportion between the amount of homone injected and 
the amount of vaginal opening was only maintained when aqueous solutions 
were used. With the use of oily solutions other factors than the amount of 
oestrin modify the degree of reaction. 


THE VALUE OF CAPILLAROSCOPY IN PREGNANCY AND PUERPERAL INFECTION. 


Melbard of Moscow contributes a study of the peripheral capillary circula- 
tion in pregnancy and puerperal infection. 

In two-thirds of pregnant women he found the capillaries dilated from 
the second month of pregnancy until term. This augmentation of capillary 
volume is most pronounced in cases of cardiac and renal disease complicating 
pregnancy. In severe puerperal infection capillary dilatation persists until 
recovery. 


THE TREATMENT OF PUERPERAL INFECTION BY THE INTRAVENOUS INJECTION 
OF GLUCOSE SERUM AND ALCOHOL. 


The authors describe four cases of puerperal fever, in one of which 
streptococci were isolated from the blood, which were treated successfully 
by the administration of saline intravenously by the continuous drip method, 
about 2 litres being given over a period of about 48 hours. The solution 
used was an aqueous solution of ethyl alcohol 2 per cent, glucose 5 per cent. 
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THE POSTERIOR PITUITARY AND PREGNANCY. 

Lambert has measured the antidiuretic effect of extracts of the blood ot 
eclamptic patients prepared in the way described by Marx in 1934 and 
Melville in 1937 for isolation of posterior pituitary hormone from the blood. 
Lambert found that the results were very inconclusive and did not support 
the theory that eclampsia and the pre-eclamptic state are due to an increased 
activity of the posterior pituitary. He is of the opinion that the claim that 
pituitary hormone can be isolated by the violent chemical reactions which 
are necessary is too bold. The substances isolated more likely represent a 
series of protein disintegration products. The claim that oliguria of eclampsia 
is due to the antidiuretic effect of the posterior pituitary does not seem a 
likely one. A bibliography of the subject completes the paper. 


A Stupy OF UTERINE HYPERTONUS IN LABOUR. 


This paper is devoted to a study of the beneficial effects in cases of 
tonic contraction of the administration of a preparation of total opium 
alkaloids under the name of papaverine. 


P. Malpas 


Bruxelles Médical. 


Vol. xviii, No. 27, May 8th, 1938. 
*Necrobiosis in a large fibromyoma, three weeks after labour. J. Rouffart- 
Marin. 


Vol. xviii, No. 28, May 15th, 1938. 
*The folliculin content of ovarian cysts and cystic ovarian grafts. D. Heyne. 


Vol. xviii, No. 29, May 22nd, 1938. 
A conception of cancer from the practical standpoint. 
International Congress of Obstetrics and Gynaecology, Amsterdam. 
Report of discussion on eclampsia. 


Vol. xviii, No. 30, May 29th, 1938. 
*Folliculomata of the ovary with a report of a case. J. A. Schockaert and 
J. Brenez. 
International Congress of Obstetrics and Gynaecology, Amsterdam. 
Report of discussion on thrombosis and embolism. 


Voi. xviii, No. 31, June 5th, 1938. 
International Congress of Obstetrics and Gynaecology, Amsterdam. 


Report of discussion on endocrinology in obstetrics and gynaecology. 


Vol. xviii, No. 32, June 12th, 1938. 
The treatment of gonorrhoea by new new forms of chemo-therapy. Eugene 
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Vol. xviii, No. 33, July roth, 1938. 
The treatment of gonorrhoea by new forms of chemo-therapy (continued). 
Eugene Tant. 


Vol. xviii, No. 35, July 3rd, 1938. 


Further comments on the action of icoral after spinal anaesthesia. R. 
Schockeart and J. Lambillion. 


NECROBIOSIS IN A LARGE FIBROMYOMA, THREE WEEKS AFTER LABOUR. 

A primigravida, 23 years of age, had a long labour terminated by the 
forceps. The placenta was retained for 24 hours but was ultimately expelled. 
In the puerperium there was severe haemorrhage on two occasions. Three 
weeks after delivery the patient was still bleeding, was very weak and had 
a raised temperature. The uterine fundus still reached as high as the 
umbilicus. Under spinal anaesthesia the uterine cavity was explored and 
found to be empty. Hysterectomy was then performed, the right ovary 
being conserved. The patient made a good recovery. The uterus contained 
a large intramural fibroid undergoing red degeneration. 

The author considers that the aseptic necrobiosis was due to involu- 
tionary changes in the uterus. 


THE FOLLICULIN CONTENT OF OVARIAN CySTS AND CysTIC OVARIAN GRAFTS. 


After reviewing the literature dealing with the presence of oestrogenic 
substances in ovarian cysts, the author describes the estimation of the 
hormone content of cystic ovaries in two cases. Tests were carried out on 
adult spayed rats and the vaginal smear technique was adopted. The cyst 
fluids contained 500 rat-units and 170 rat-units of oestrogenic hormone 
per litre. 

Four other patients were studied. These had had ovarian tissue grafted 
into the abdominal wall 3 to 10 months previously. The grafts had become 
cystic and the fluid from the cysts was shown to contain 500 to 1,000 rat- 
units of oestrogenic hormone. The presence of this principle proves that 
ovarian grafts function for at least 10 months, 

In cystic ovaries the amount of oestrogenic hormone (50 to 3,000 rat-units 
per litre) is less than occurs in normal liquor folliculi (1,000 to 7,000 rat- 
units per litre). This may account for the menstrual disturbances associated 
with cystic ovaries. 


FOLLICULOMATA OF THE OVARY WITH A REPORT OF A CASE. 


This article includes a historical review of the condition of folliculoma. 
The first reported case is ascribed to Mengershausen who, in 1894, described 
“a case of follicular adenocarcinoma of the ovary’’. There has been much 
confusion with regard to nomenclature, and it is now recognized that a 
folliculoid arrangement is not an essential histological feature. The following 
classification is put forward. 

(1) Benign folliculoma, This shows lobules of typical granulosa cells. 

(2) Follicular epithelioma. (a) Von Kahlden type. This mostly consists 
of follicles—masses of cubical cells arranged around a hyaline protoplasmic 
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disc or possibly a central vacuole. (b) Meyer-Neumann type. (i) Folliculoid, 
(ii) cylindroid, (iii) mixed folliculoid and cylindroid. (c) Krompecher-Masson 
type. This is characterized by a specal arrangement of the cellular bed 
around the neoplastic areas. 

(3) Lipoid folliculoma. Only three cases of this type have been recorded. 
The tumour consists of cellular bundles mixed with pseudo-glandular tubules. 
The cells contain lipoid granules. 

The differential diagnosis of folliculoma from arrhenoblastoma, luteinoma, 
Brenner’s tumour, and hypernephroma is discussed. The author points out 
the difficulties involved in making a diagnosis only on histological grounds 
and pleads for attempts to discover the nature of the hormone produced in 
any case of ovarian tumour. 

Folliculomata may occur at any age, and the clinical features vary with 
the age of the patient. 

1. Before puberty. Five per cent of the reported cases. The patient 
usually complains of an abdominal tumour associated with all the signs of 
precocious puberty. Removal of the tumour results in disappearance of the 
signs of sex maturity. 

2. During the period of sexual activity. Fifty per cent of the reported 
cases. The author’s case comes in this group. The patient, aged 35 years, 
had had one child. She complained of metrostaxis preceded by menorrhagia. 
The tumour was the size of an orange and situated on the left of a bulky 
uterus. When removed its cut surface presented a lobulated appearance of a 
grey and yellow colour. Its microscopical features varied in different parts, 
and pathologists held different opinions as to which group it should be placed 
in. The authors consider it to be an atypical malignant folliculoma—although 
the cells were proved to contain lipoid granules. Menstrual function returned 
to normal after its removal. 

Menstrual disturbances are the rule in this group. Of reported cases, 
65 per cent had excessive menstrual loss and 17 per cent had amenorrhoea. 
The remaining 18 per cent complained of various symptoms due to pressure 
or torsion. 

3. After the menopause. Forty-five per cent of the reported cases. In this 
group post-menopausal haemorrhage dominates the clinical picture and 
occurs in 80 per cent of cases. A large uterus and hyperplasia of the endo- 
metrium are found in all cases, irrespective of the patient’s age. 

The diagnosis is usually easy to make in children or in women past the 
menopause although in the latter uterine carcinoma must be excluded. It is 
more difficult to diagnose folliculoma during the period of active sex life, 
but estimation of the oestrogenic hormone in blood and urine may be useful. 

’ The prognosis is usually good; 90 per cent of the tumours are clinically 
innocent even though their histological features may suggest malignant 
disease. Metastases may arise many years after an apparent cure. Treat- 
ment as a rule should be conservative in nature, only the tumour being 
removed, X-ray therapy should be used only when the growth is definitely 
proved to be malignant. 


T. N. A. Jeffcoate. 
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La Clinica Ostetrica, Rome. 


Year xl, Vol. xvi, No. 4, April 1938. 
*Metabolism of the sexual hormones during the menstrual cycle. Sannicandro. 


Year xl, Vol. xvi, No. 5, May 1938. 
*Gynaecological cystitis. Sorrentino. 


Year xl, Vol. xvi, No. 6, June 1938. 
Radiological examination in obstetrics. Robecchi. 


METABOLISM OF THE SEXUAL HORMONES DURING THE MENSTRUAL CYCLE. 


Sannicandro reviews investigations in recent years on the special hormonal 
exchanges during the menstrual cycle. 

The glands directly related to the oestral cycle are the anterior pituitary 
and the ovary; the former acts through the secretion of the gonads, the latter 
through the follicular hormone and progesterone. 

The hypophyseal secretion shows dual biological characteristics, differing 
from gravid urinary gonadotropine. The first substance, prolan A, is 
secreted during the first phase of the menstrual cycle and influences follicular 
maturation, while the second, prolan B, is responsible for the luteinization 
of the follicle. 

That the hypophyseal secretions circulate in the blood-stream and are 
independent of the ovarian nervous system, is proved by experiments with 
ovarian grafts. Reaction takes place in the same manner as with the ovary 
in its natural site and with its normal nerve connexions. 

Sannicandro gives details of the estimation of prolans A and B in the urine, 
giving normal averages, and that in prolanuria, which may be considered an 
indication of disease. 

Follicular hormone, though not exclusively ovarian, is relatively abundant 
in normal human beings and animals. But it persists after castration, is 
found in man, in certain vegetables, and in micro-organisms. It passes into 
the circulation with a rhythm unequal in differing phases of the menstrual 
cycle, and thence into the urine and faeces in almost equal proportion. 
The quantity eliminated in the urine stands in direct proportion to that 
present in the blood. There is definite interaction between the hypophyseal 
and the ovarian secretions; an excess of the former produces an increase of 
the latter, but an increased production of folliculin is followed by a decrease 
in the production of the prolans. This reaction takes place through the 
nervous system. Strong doses of folliculin may cause a semi-castrated 
hypophysis in situ to increase to normal size, but will not act on a grafted 
hypophysis. 

Progesterone is the only genital hormone of which the chemical formula 
and synthetic method of preparation have been determined. Yet knowledge 
regarding it is relatively scanty. It may be considered an exclusively ovarian 
hormone, since no sources other than the corpus luteum and the placenta 
have been discovered. It occurs in the placenta during the first month and 
may be obtained from gravid urine by-chemical means acting on a substance 
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pregnandiol. Probably lutein undergoes a biological change in the kidney. 
It is not found after castration or in an ovary without corpora lutea. It is 
responsible for functional changes in the uterus in the last week of the cycle. 

Sannicandro discusses many obscure points in hormonic knowledge which 
have yet to be determined. Among them are: (1) The chemical composition 
of the prolans and the discovery of the special hypophyseal cells from which 
they originate might form a key to their physiological action and to therapy. 
(2) As regards folliculin, it is still open to question whether curves of 
concentration recorded in urine and in blood represent over-production of 
hormone or temporary defective renal elimination. (3) As_ regards 
progesterone, a more sensitive reaction than the present biological one might 
be discovered. Finally, it is still unknown how they circulate in the blood, 
how they are utilized in specific tissues, and their modes of excretion. 


GYNAECOLOGICAL CysTITIS. 

Sorrentino groups under this term the forms of cystitis, most frequent in 
women. All are related to the genital apparatus, arising from physiological 
causes such as pregnancy, labour, and the puerperium; or from pathological 
causes such as malposition of the uterus, tumours, and tuberculosis. Pressure 
during pregnancy and labour and its sudden withdrawal immediately after 
delivery favours the entrance of bacteria, especially the bacillus coli. 

Sorrentino describes and illustrates a form of cystitis to which Heinz-Boyer 
has given the name new-formation cystitis. It simulates tuberculous cystitis 
and its marked features are the appearance of small pseudo-lipoid growths 
on the trigone and neck of the bladder. The urine may be clear, but there 
is frequency of micturition, especially during the day, and pain referred to 
the suprapubic region or vagina. 

The usual treatment of cystitis may temporarily cure the symptoms, but 
they are apt to recur. Rather than attribute them to neurosis or an ascending 
gonorrhoeal infection, they are really due to a descending intestinal infection 
of the urinary tract. Sorrentino advocates not only a cystoscopic examination 
but, whenever possible, ureteroscopy. The growths should be destroyed by 
high-frequency currents, followed by lavage with oxycyanurate of mercury, 
and by permanent catheterization, if necessary, in severe cases. An 
autogenous vaccine may be prepared from the urine. Methylene blue should 
be given by the mouth and the usual alimentary treatment of cystitis 
prescribed. 

Sorrentino gives instances of cures in cases of 5 to 6 years’ standing, and 
concludes that these results justify patient endoscopic treatment. 


J. H. Filshill 


Archiv fir Gynakologie. 


Band 166, May 28, 1938. 

This special number of 548 pages contains the proceedings of the twenty- 
fifth meeting of the German Gynaecological Society, held in Berlin from 
October 2oth to October 23rd, 1937. Among the more important papers the 
following deserve special mention. 
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Heart DISEASE AND GESTATION.—v. Jaschke. 


The writer confirms his earlier expressed opinion that the pessimism of 
the last generation with regard to valvular disease of the heart coexisting with 
pregnancy was unduly great. The high mortality percentages reported in the 
world literature would, he thinks, be greatly reduced if by careful routine 
antenatal examinations all cases of valvular disease were detected and observed 
further. Heart disease with pregnancy is classified as follows: (1) slight 
cases in youthful subjects, with insignificant symptoms, 65 to 70 per cent; 
(2) cases of slight decomposition readily improving with rest, 15 to 20 per 
cent; (3) severe cases of decompensation with advanced valvular or myocardial 
affection, 10 to 14 per cent. Decompensation is not an indication per se for 
the artificial interruption of pregnancy : this is only necessary, according to the 
writer, in I in 50 cases at most, and is rejected in one-half of cases sent to 
him for that purpose. 


OPERATIONS AND THE CIRCULATION.—H. Straub. 


HEART DISEASE AND ARTIFICIAL ABORTION.— E. Scipiades. 


Only 33.3 per cent of patients are improved after artificial abortion: the 
rest are unaffected, or die (38.8 per cent). In combined cardiac disease with 
affection of two or more valves no good effect ever follows the induction of 
abortion. 


TREATMENT OF OVARIAN INSUFFICIENCY BY SEX-GLAND HoORMONES.—C. 
Kaufmann. 


Kaufmann alludes to the difficulties of correlating endocrine research 
with clinical tests, and praises English arrangements for securing this. In 
primary amenorrhoea he finds follicular hormone treatment rarely effective 
in the adult: secondary amenorrhoea is more responsive, and a general 
scheme of combined follicular hormone and_ progesterone treatment 
is set forth. Hormone treatment of dysmenorrhoea is generally ineffective 
if objective signs of uterine hypoplasia are absent. The prospects of 
hormone treatment of sterility are good when genital hypoplasia is present. 
In glandulocystic endometrial hyperplasia transfusion of pregnancy blood 
(300 cubic centimetres) is greatly preferred to other forms of substitutional 
hormone therapy. The excellent effect of follicular hormone in menopausal 
symptoms is beyond doubt: the term is here extended to include some 
cases of dermatoses and pruritus. In this connexion larger doses are usually 
necessary, and they are commonly, but not invariably, well tolerated. 


GONADOTROPIC SUBSTANCES IN THE BLOOD, URINE AND OTHER BODyY-FLUIDS. 

—-E. T. Engle. 

Engle deplores the terminological confusion which has grown up within 
the past 10 years. He summarizes the quantatitive findings and biological 
characters, as so far established, of the three gonadotropic substances, classi- 
fied according to their source, viz., (1) gonadotropic substances from blood, 
urine and other body-fluids of pregnant women—P.U.; (2) substances 
from the serum of pregnant mares—P.M.S.; (3) substances derived from the 
urine of pregnant women who have been castrated or who are in the 
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menopause; these substances are excreted in smaller quantities throughout 
life—C.U. The two first substances appear only in the presence of living 
chorionic tissue. P.U. from pregnancy urine has itself no follicle-stimulating 
effect in any animal species: such an effect is shown, in rodents, only when 
hypophyseal tissue is present or remnants of it remain in the body-fluids. In 
apes the effect is present only with an intact pituitary. In the human 
species our knowledge on this point is defective, but there is some evidence 
of a luteinizing effect in the ovary—an effect possibly due to combination 
of the P.U. hormone with the endogenous antuitary hormone circulating in 
the blood. So far as is shown by experimental and clinical work, P.U., of 
the three gonadotropic substances, seems to have the least therapeutic 
value. That of C.U. requires to be investigated. P.M.S. is the most 
promising so far as gynaecological treatment is concerned: it stimulates 
the follicle in the depituitarized rat, and in apes, and also (according to 
Biittner) leads in women to the formation of numerous corpora lutea. 
Evaluation of the gonadotropic substances by biological tests at present leaves 
much to be desired. 


TREATMENT OF VESICAL INCONTINENCE BY FOLLICULAR HORMONE.—Hoffmann. 


Trial of Lacassagne’s method was successful in 6 cases at the menopause 
and in a girl, aged 12 years, previously submitted to operation for epispadias. 


OPERATIVE TREATMENT OF PROLAPSE.—W. Weibel. 
CAUSATION AND TREATMENT OF PROLAPSE.—E. Scipiades. 


THE Part PLAYED By APPENDICITIS IN THE CAUSATION OF STERILITY.—Von 

Mikulicz-Radecki. 

The writer finds that 22 per cent of his private patients coming to him 
for sterility have had the appendix removed, and blames the operation in 
14 of the 22. A later survey of married women in whom the appendix had 
been removed showed that 14 per cent were sterile in spite of the absence 
of gross genital disease or of hormonic malfunction: the percentages aiter 
simple removal of the appendix, removal of the appendix with drainage and 
removal of the appendix with drainage of the pouch of Douglas were res- 
pectively 12.7, 20 and 27.3. The following practical conclusions are drawn. 
The gynaecologist should remove the appendix during the course of any 
abdominal operation in a young subject. The surgeon should regard the 
risk of ensuing sterility as an additional motive for speedy operation in 
every case, and whenever possible should refrain from drainage, especially 
vaginal drainage. 

W. E. Crowther. 


Zentralblatt fiir Gynakologie. 


No. 21, May a2ist, 1938. 
*Experimental investigation into the question of postmaturity. E. Tscherne 
The treatment of genital bleeding. C. Iubas. 
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A new operative technique for ovarian cysts. F. Beetz. 

Further findings with eunarcon anaesthesia in gynaecological operations. 
K. Zinram. 

Experimental pessary. A possibility to obtain a differential diagnosis. 
H. Hausdorff. 


No. 22, May 28th, 1938. 

*The question of the formation of an artificial vagina by means of trans- 
plantation. P. Caffier. 

Pineal therapy in premenstrual hysteria. O. Hofstatter. 

Whether there is any connexion between pregnancy, term, the sex of the 
foetus and the phase of the moon. W. Giinther. 

Rapid vaginal delivery. Fr. Chr, Geller. 

A very large follicular cyst of the ovary in the newborn. W. Gerlach. 

Carcinoma of the uterine body. A. Hain. 


No. 23, June 4th, 1938. 
New methods of fighting cancer. G. Winter. 
Vaginal stenosis and carcinoma of the portio. M. Kohler. 
*The labour-causing activity of follicular hormone in the female. K. Streit. 
Experiments with ergometrin in early rupture of the membranes to induce 
labour. W. Wolf. 
Diabetic coma in pregnancy. E. Tonkes. 
Intra-uterine cauterization with zinc chloride. D. Mildenberger. 


No. 24, June 11th, 1938. 

Simplified technique for salpingography. F. A. Wahl. 

Serological diagnosis of adnexal disease. H. Mittelstrass. 

Hormonal treatment of pruritus vulvae during pregnancy. H. Friedrich. 
Prolonged twilight sleep during labour with rectal and transmuscular evipan. 

L. Kyriakis. 

The influence of the male partner in intra-uterine foetal death. K. Meiffert. 
Intra-uterine foetal death with an abnormally small placenta. F. Schwarz. 


No. 26, June 25th, 1938. 

Colposcopic findings in the portic of virgins and sterile women. J. P. 
Emunrrich. 

Hormone therapy of primary and secondary amenorrhoea. B. Belonoschkin. 

*The diagnosis of chorion-epithelioma post-partum and post-abortum. K. 
Podleschka. 

Treatment of hyperemesis with vitamin Br. The question of carbohydrate 
metabolism in pregnancy hypovitaminosis and the interaction between 
Br and suprarenal hormone. W. Spitzer. 

The vascular permeability during lumbar puncture and its influence by 
means of different substances. E. Preissecker. 


No. 27, July 2nd, 1938. 
Vesico-genital fistulae. H. Reichenmiller. 
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Incarcerated diverticular stone in the wound of an operatively cured vesical 
fistula. B. Ottow. 

*Monstrous dilatation of the bladder found in cervical section. A. Richard. 

Vaginal cysts and duplication of the ureters. B. Ottow. 

Latent subacute renal inflammation after laparotomy for extra-uterine 
pregnancy. H. Szymanowsky. 

The morphology of the blood in pyelitis of pregnancy, a symptom of severe 
cases and a contribution to the pathogenesis of the disease. R. Korber. 

Post-operative troubles as false diagnosis. H. Kraatz. 


No. 28, July oth, 1938. 
Pelvic contraction from central dislocation of the hip as a hindrance to 
delivery. A. Mayer. 
The moon and menstruation. D, L. Gunn. 
Cystic glandular hyperplasia of the endometrium in the young. H. 
Limburg. 
Two cases of polypoid new growth of the Fallopian tube. R. Zander. 
Myofibroma of the Fallopian tube. H. Kopf and M. Fukas. 


EXPERIMENTAL INVESTIGATION INTO THE QUESTION OF POSTMATURITY. 

Tscherne carried out an investigation into the inhibition of the onset of 
labour at term in rabbits by means of injections of proluton. He came to 
the conclusion that the failure to bring about noticeable resuits with rabbits 
in previous experiments was the result of giving too small a dose. In his 
experiment he used a rabbit which was 26 days pregnant, and injected daily 
5 mgm. of proluton intramuscularly. On the thirty-second day the animal 
became restless and, in addition, there was a marked shedding of the hair. 
There was no attempt at nidation. On the thirty-second and thirty-third 
days two doses of 5 mgm. were injected, and on the following days till 
the thirty-sixth one dose was given. 

On the thirty-eighth day, namely 6 or 7 days after the expected term 
the animal gave birth to newly dead foettis. The foetiis were definitely very 
long and well developed, and in the writer’s opinion they were definitely 
postmature. 


THE QUESTION OF THE FORMATION OF AN ARTIFICIAL VAGINA BY MEANS OF 
TRANSPLANTATION. 


Caffier describes the case of a patient with absent vagina and uterus for 
whom an artificial vagina was made as in the Kirschner-Wagner operation 
except that instead of using a graft of skin from the thigh the foetal mem- 
branes were made use of. 

The membranes were obtained from a healthy patient whose Wassermann 
reaction was negative and who had been delivered some 6 hours previously. 
Until the new vaginal cavity was made ready for them the membranes 
were kept in an ice chest as they tended to become offensive if left at room 
temperature. When the prothese had been placed in position the patient 
was further treated with injections of 50,000 international units of benzoate 
follicular hormone daily from the third day. As with the Kirschner-Wagner 
operation there was a foul discharge from the cavity, and on removal of the 
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prothese on the ninth day the sheet of membranes could not be identified. 
On examination of the cavity small islets of epithelium could be seen high 
up near the vault, and in addition there was a definite epithelial spread from 
the orifice towards the cavity. 

The ultimate result in this patient was satisfactory, and satisfactory 
epithelialization was brought about in 6 weeks. The writer thinks that the 
administration of follicular hormone definitely helps to accelerate the growth 
of the epithelium. The use of foetal membranes has the advantage of not 
subjecting the patient to the discomfort of skin grafting when the ultimate 
result does not appear to follow the attachment of the graft but rather an 
invasion of epithelium from the external orifice. 


THE LaBour-CausING ACTIVITY OF FOLLICULAR HORMONE IN THE FEMALE. 

Streit reviews the variation in quantity of follicular hormone in the blood 
and urine during pregnancy and labour. He points out that follicular hor- 
mone can be recovered from the placenta and that this is probably the 
source of the hormone in late pregnancy. 

It is also known that in the blood and urine of a pregnant woman there 
are substances which inhibit uterine contraction, and of these the corpus 
luteum hormone is probably the most important. The follicular hormone 
appears to have the opposite effect to corpus luteum hormone and to stimu- 
late uterine contractions. 

The writer records 23 cases which were treated with injections of follicular 
hormone to induce labour. The dosage employed varied from 100,000 to 
2,000,000 units in repeated doses. The onset of labour in the recorded cases 
was most prompt varying from 51; minutes to 161% hours from the last 
injection which was repeated at intervals of 2 hours. The duration of labour 
was in most cases very short and resulted in the birth of living foettis. 


THE DIAGNOSIS OF CHORION-EPITHELIOMA POST-PARTUM AND POST-ABORTUM. 


Podleschka records two fatal cases of chorion-epithelioma; the patients died 
of septic peritonitis and septicaemia respectively. Both patients had recently 
been delivered of full-time children with spontaneous separation of ap- 
parently normal placentae. A third patient developed uterine bleeding not in 
connexion with a recent pregnancy and was operated on with a good recovery. 
A fourth patient was operated on for a secondary growth in the vagina and 
made a good recovery, the Aschheim-Zondek reaction being negative. In 
view of these cases the writer suggests the following rules for the early 
diagnosis of chorion-epithelioma. 

(1) In every case of uterine bleeding which persists for 4 weeks or longer 
after labour or miscarriage the possibility of chorion-epithelioma should be 
borne in mind, 

(2) In every such case a biological pregnancy reaction should be _per- 
formed. A quantitative hormone estimation is not required. 

(3) If a prolan reaction is obtained 4 weeks or longer after termination 
of the pregnancy then the diagnosis of chorion-epithelioma may be con- 
sidered certain. Curetting for confirmation of the diagnosis is not needed. 

(4) When the reaction is negative in a clinically suggestive case curettings 
should be carefully examined histologically to ensure the absence of growth. 


872 


Ay 
PE 


REVIEW OF CURRENT LITERATURE 


(5) When examination of curettings in the first place suggests the presence 
of a growth, a biological pregnancy reaction will confirm the diagnosis. 


Monstrous DILATATION OF THE BLADDER FOUND IN CERVICAL SECTION. 


Richard describes the findings in a case of Caesarean section carried out 
near term for a placenta praevia. On opening the abdomen light adhesions 
were found between the abdominal wall and the bladder which was so 
enlarged that it reached to the costal margin above and to the mammary 
line laterally. The great omentum and neighbouring intestines were also 
adherent to the bladder. 

The adhesions were separated from surrounding parts and the bladder 
drawn away from the lower uterine segment on one side through which the 
foetus was delivered. During the post-operative period a self-retaining 
catheter was kept in the bladder for 2 days and after this the patient at 
first emptied the bladder only twice in 24 hours, later three times in this 
time. She passed 2,000 cubic centimetres of urine during this time. 

This enormous vesical enlargement appeared to have followed a severe 
attack of appendicitis with peritonitis 11 years previously with the drag of 
peritoneal adhesions hampering normal contractility. 

R. H. B. Adamson 


Acta Obstetricia et Gynecologica Scandinavica. 


Vol. xviii, Fasc. 2. 


*The progestin content of mature and immature placentae. J. Haffner. 

Pregnancy complicated by diabetes. E. Brandstrup and E. Okkels. 

Numal nirvapon narcosis in normal delivery. E. Haugh. 

A way to achieve painless confinements. P. Wetterdal. 

The relief of pain in childbirth. M. Insulander. 

Some observations on the blood-vessels of the uterus under normal conditions 
and in cases of myomata. B. Holmgren. 

Autodilatation in the treatment of vaginismus. A. Olsen. 

The course of pregnancy, labour and puerperium in primigravidae of more 
than normal weight. E. Moller—Christensen. 

Endometriosis and sterility. A. Turner. 


THE PROGESTIN CONTENT OF MATURE AND IMMATURE PLACENTAE. 


Haffner has carried out a series of estimations of the progestin content 
of placentae of different ages. He found ir the mature placenta that there 
was an average content of 's K.E, (Clauberg) per placenta and in a placenta 
of the first three months an average of 4% to 's K.E. per placenta. 

He has come to the conclusion that progestin is formed in the placenta 
in the first three months and thinks that habitual abortion is due to the 


failure of this function. 
R. H. B. Adamson. 
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Revista de Gynecologia e d’Obstetricia, Rio de Janeiro. 


Year xxxii, Vol. i, No. 4, April 1938. 
*Arrhenoblastoma of the ovary (masculinizing tumour). Pires. 
*Ectopic pregnancy after ligature of the Fallopian tubes. The difficulties of 
diagnosing ectopic twin pregnancy. Serta. 
Infiltrating and stenosing proctitis. Inflammatory stricture of the rectum 
Xavier. 


Year xxxii, Vol. i, No. 5, May 1938. 
The functional value of the suspensory ligaments of the uterus. Molina. 
Infiltrating and stenosing proctitis. Inflammatory stricture of the rectum. 
Xavier. 
*A case of molluscum pendulum. Roméro. 
*Absolute dystocia. De Andrade. 


ARRHENOBLASTOMA OF THE OVARY (MASCULINIZING TUMOUR). 


In 1930 R. Meyer communicated to the Berlin Gynaecological Society a 
study of ovarian tumours, some of which induced secondary sexual changes 
which disappeared after removal of the tumour. He suggested a classification 
of these tumours into 3 groups: (1) Tubular testicular adenoma, rarely 
associated with sexual changes. (2) An atypical group in which virilization 
is the rule. (3) An intermediate group in which secondary symptoms vary; 
masculinization seems to be connected with the structure of the tumour, 
usually occurring in the sarcomatous type. 

In the same year, 1930, Lordy, in Brazil, reported a case of the first type 
with no sexual change, and now Pires describes one belonging to the second; 
this is the first case of its kind to be noted in Brazil. 

The patient, who was not married and was 22 years of age, came to 
hospital in 1930, because of amenorrhoea for 20 months, which ovarian 
therapy had failed to cure. Her voice had become harsh and deep; the 
distribution of hair was abundant and masculine in type over her face, body, 
and hypertrophied clitoris. Pires discovered a tumour of the left ovary and 
an atrophied left Fallopian tube. After the tumour was removed, histological 
examination led to the diagnosis of a papillary cystadenoma with sarcomatous 
degeneration. 

Menstruation began 28 days later, and all abnormal physical signs began 
to disappear. From 1930 to 1937 Pires has had the patient under periodic 
observation, and notes that the voice change was the last sign to be lost. 
The striking clinical changes following the removal of the tumour drew the 
author’s attention to Meyer’s work, and to denominating the growth 
arrhenoblastoma. Survival for 7 years in good health shows that the tumour, 
in spite of its structure, was evidently benign. The symptoms are more or 
less identical with those of tumours of the suprarenal capsule or with basophil 
adenoma of the pituitary gland. But the first usually occur before puberty 
and there are additional symptoms, e.g. arterial hypertension and pigmenta- 
tion; moreover the structure is frankly malignant. In spite of its histological 
features, arrhenoblastoma is relatively benign. 
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The author discusses the histogenesis of the tumour, illustrating by 
microphotographs. Meyer was of the opinion that a tumour containing 
germinal epithelium, specifically male, elaborates a hormone responsible for 
virilization; but histological examination also shows cells similar to those of 
the suprarenal cortex. The hypothesis that virilization results from the 
hormone secreted by the suprarenal-like cells has, therefore, been proposed. 


EcTopic PREGNANCY AFTER LIGATURE OF THE FALLOPIAN TUBES. THE 
DIFFICULTIES IN DIAGNOSING EcTopic TWIN PREGNANCY. 


Serta describes a case of concomitant extra-uterine pregnancy and 
intra-uterine pregnancy, observing that the probable cause of the ectopic 
gestation was ligature of the Fallopian tubes four years previously. For ten 
years the uterus had been periodically cauterized to prevent conception. 
Nidation of the ovum had occurred in the right Fallopian tube; rupture of 
the tubal pregnancy occurred between the second and third months. 
Twenty-five days before tubal rupture, and after painful labour, a tumour 
resembling an ovum of two months had been expelled from the uterus. On 
examining the fragments, neither foetus nor chorionic villi could be detected, 
probably being lost in blood-clot. 

Serta points out the difficulties in differential diagnosis with simultaneous 
pregnancy in a Fallopian tube and in the uterus. In his case incontestable 
proof of the later was wanting. 

Insufficient ligature of the Fallopian tubes creates a favourable condition 
for tubal gestation. 


A CASE OF MOLLUSCUM PENDULUM. 


Romeéro describes a case of molluscum pendulum, an old type of vulval 
fibroma, occurring in a patient 21 years of age, who had come to hospital 
at term. 

A tumour, in a state of chronic inflammation with some points of 
ulceration, was discovered on the left labium majus, and was removed by 
circular incision round the base of its pedicle. Microphotographs are given 
of sections to show the structure of the growth. 

The author notes that such tumours originate from the connective tissue 
of the labium majus, usually on the left side and from behind. They are 
prone to sphacelus through interruption of circulation, following torsion of 
the pedicle, and, also, as in his case, to chronic inflammation leading to 
ulceration and necrosis. 

Roméro discusses their aetiology, pathology, incidence, and prognosis. 
He notes that the most exhaustive statistics regarding their origin and 
localization are given by Leonard quoted by Isaac of Buenos Aires. 


ABSOLUTE DysTOcIiA. 


The patient was 34 years of age; she had had a rectovaginal abscess 
and a rectovaginal fistula. De Andrade twice tried to close the fistula by a 
vaginal operation without result. He, therefore, performed colostomy and a 
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third vaginal operation, which successfully closed the fistula. Five months 
later the patient returned because of pregnancy and atresia of the vagina. 
At term, delivery was carried out by Caesarean section, and the Fallopian 
tubes were tied. 

The author discusses temporary sterilization, as determined by the fistula, 
and the frequency with which rectovaginal operations are unsuccessful in 
closing fistulae. 

J. H. Filshill. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the North of England Obstetrical and Gynaecological Society 
was held in Sheffield on Friday, March 18th, 1938. 


Dr. FRANK ELtts, Medical Director of the Sheffield Radium Centre, read 
a paper entitled 


THE RApIUM TREATMENT OF CARCINOMA VULVAE. 


Prior to the meeting Dr. Ellis demonstrated a series of cases in which 
complete healing of primary vulval growths had been obtained without 
necrosis by the use of uniform irradiation. 

The speaker prefaced his paper by the observation that radium treatment 
of carcinoma of the vulva had been generally discredited in the past owing 
to the high incidence of both radium necrosis and local recurrences. By the 
introduction of certain modifications into the usual technique with the object 
of obtaining a more uniform irradiation of the growth, the outlook for radium 
therapy had been transformed and in the speaker’s opinion it could compete 
with surgical measures in the management of cases of carcinoma vulvae. 

The first and perhaps the most important modification in the technique 
responsible for the improved results had been the insistence upon nursing 
the patients in the same posture as was adopted for the insertion of the 
radium. By this means the radium needles retain their proper spatial 
relations throughout the treatment and undesirable crowding after return 
of the patient to bed was avoided. When the growth is at the anterior 
end of the vulva the need!es should be inserted with the patient in the 
supine position; when the growth involves the posterior end of the vulva 
the left lateral position should be adopted and the patient nursed in the 
same position; when the whole vulva is involved the needles should be 
inserted and nursing carried out with the patient in the lithotomy position. 

When needles have to be placed on the surface of the growth, sorbo 
rubber pads must be used to protect adjacent skin surfaces and to keep the 
‘needles at a known distance from the growth. After the needles have been 
inserted, a perforated rubber dressing should be placed over the vulva and 
eusol irrigation practised twice daily. An indwelling catheter is necessary. 
Dr. Ellis had found his results were best when all the needles were placed 
1.5 centimetres apart. The theoretically better distribution of the radium 
with the periphery of the growth receiving half as:much radiation again as 
the centre, i.e., placing the peripheral needles 1 centimetre apart, had not 
given such good clinical results. The total dosage ranged between 4,500 and 
7,000 Réntgen units. When interstitial irradiation of the glands is necessary, 
2 planes of radium must be employed when any glands have a diameter of 
more than 1 centimetre. These planes should be 2 centimetres apart. 

In the after-treatment, important details are the avoidance of hot baths 
and ointments, For the stage of desquammation gentian violet is the best 
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application. Moist desquamation should be treated with 0.5 per cent silver 
nitrate solution. Necrosis and residual carcinoma call for excision. 

The cases treated fell into five stages; to stage I belong the operable 
primary growths; to stage II the operable growths with mobile glands; to 
stage III the inoperable cases; to stage IV the recurrences after treatment; 
to stage V the hopeless cases. 

In 1935, 9 patients were treated. Three of the cases were in stage I 
and all three patients were still alive and free from disease. The other 6 
patients died. 

In 1936 14 cases were treated. Four cases belonged to stage I, and were 
alive and free from recurrence. Two of four stage II cases, the one stage 
III case, and one of the stage IV cases were alive. 

In discussing the choice between radium and surgery, Dr. Ellis pointed 
out that both methods had their successes and failures. Radium has the 
advantage over surgery in the absence of shock and operative mortality, 
minimal damage to the urethra and a wider application to advanced cases. 
Operation has the advantages of avoiding necrosis, possibly less subsequent 
discomfort, the removal of precancerous tissue and the possibility of 
removing affected iliac glands. 

The PRESIDENT, congratuling Dr. Ellis on his results, thought the 
technique described represented a very real advance in the treatment of 
carcinoma vulvae. 

Dr. J. E. Stacey (Sheffield), referred to a paper which he had previously 
read before the Society condemning the use of radium in these cases in view 
of the seemingly inevitable radium necrosis, which had always called for 
secondary excision of the vulva. Since the introduction of Dr. Ellis’s 
technique his views had changed and he had no doubt but that in certain 
cases radium therapy was now the method of election. 

Professor W. GouGH (Leeds) considered the technique described repre- 
sented a definite advance. He asked Dr. Ellis his reasons for believing that 
local overdosage was a cause of local recurrence. 

Mr. Percy Matpas (Liverpool) said that Dr. Ellis’s insistence upon the 
retention of the patient in the same posture as that used for the insertion 
of the needles was an outstanding advance. He considered cancer of the 
vulva comprised many different types of tumour with varying rates of 
growth and inquired if Dr. Ellis thought the type of tumour was a factor. 
In view of a recent case he thought a danger spot in these cases was the 
tissue between the primary growth and the glands in the groin. 

In reply Dr. Ellis said that local overdosage was dangerous in that it 
diminished the powers of resistance of the normal tissues on which in the 
final tissue the healing of a cancer depends. He did not think the type of 
growth was significant. 


Mr. Bryan WILLIAMS read a short note on 


PREGNANCY AND LABOUR FOLLOWING OPERATIONS FOR PROLAPSE. 


In considering the performance and technique of prolapse operations in 
patients of the child-bearing age, Mr. Williams said that it was necessary to 
consider their possible effects in various directions—on the occurrence of a 
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subsequent pregnancy, on its progress, on the course of labour, and also 
whether the conduct of the labour is to be modified in any way. His 
attention was first called to the complications which might occur in labour 
following a previous prolapse operation by the following case of an incom- 
plete abortion in which a patient of 34 was admitted to hospital in her 
third pregnancy. The first pregnancy, nine years before, had terminated 
in eclampsia with the death of the baby, and the second, six vears before, 
in an instrumental delivery, that baby also dying. One year previously 
she had had a prolapse operation with amputation of the cervix. She was 
admitted in the present pregnancy at about the sixteenth week, with a 
history of repeated haemorrhages during the previous two months. On 
abdominal examination, the fundus uteri was found at the level of the 
umbilicus; on vaginal examination much scarring was found in the vaginal 
vault, and the os was closed. With conservative treatment, the loss con- 
tinued, a small piece of placenta was passed, and the patient’s temperature 
rose to 103°F. On examination under anaesthesia, the os was found to be 
tightly closed and could not be dilated; as active bleeding was continuiag 
and was profuse, the vagina was packed; this seemed to be the only possible 
method of treatment. 

The patient continued to be very ill with rigors and a swinging tempera- 
ture; further packing was necessary to control the bleeding. Eventually, 
eight days after admission, and five days after the first packing, abortion 
occurred. The placenta was large, and that phenomenon which received 
some attention in the British Medical Journal a little while ago, of delivery 
of the placenta before the foetus, was observed, showing it to have been a 
case of central placenta praevia. The condition of the patient was very 
poor after this, but improved after intravenous saline infusion and blood 
transfusion; after a stormy convalescence she eventually recovered. 

On looking back on this case it would appear that abdominal hysterotomy 
in the first instance would have been the wisest method of treatment. After 
this Mr. Williams began to pay some attention to the fate of pregnancies 
following prolapse operations, and he was struck by the large percentage 
of cases in which abortion or premature labour occurred when the cervix 
had been amputated. As a result, he has been keeping notes of such cases 
for some time now, and he briefly reported the findings in 72 cases which 
he had had the opportunity of observing. 

By a prolapse operation, he meant any operation carried out in the 
chronic stage to correct a misplacement or prolapse of the uterus or vaginal 
walls, or to repair the perineum, or to repair a complete perineal tear. He had 
not included any cases of repair carried out immediately after delivery. For 
convenience, he had included two cases in which a repair, or amputation 
of the cervix alone, was carried out. 

The cases were divided into three main groups. First, cases in which 
a purely abdominal operation, unaccompanied by any vaginal operation had 
been carried out for a misplacement. Secondly, cases in which an extensive 
vaginal operation had been carried out, and he had subdivided these 
according to whether or not the cervix had been removed. Finally, cases of 
repair of the perineum alone, including complete laceration. 

In 10 out of the 72 cases the clinical findings were too indefinite, or the 
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notes of the cases were too incomplete, to allow of detailed investigation, 
and these cases were, therefore, excluded. 

Purely abdominal operations for prolapse. There were only five cases in 
which pregnancy followed a purely abdominal operation. So far as is 
known, the operation was either Gilliam’s operation or some modification 
of it, or ventral fixation by the bladder septum method. There was one 
primigravida—the only primigravida in the whole series—and four multi- 
parae, who between them had had at least 12 previous pregnancies. 

Eight pregnancies occurred subsequently to operation. Two of these 
terminated in abortion, two patients were delivered normally at term, two 
were delivered with forceps, one of these being the primigravida, and the 
other two, when last observed at the twenty-eighth and thirty-fourth weeks 
of pregnancy respectively, were normal. These cases are only few in number, 
but the findings would seem to support the generally held view at the 
present day that ventral suspension or fixation by a suitable method, does 
not effect pregnancy or labour. Gemmell and Leyland  Robinson,! 
in a follow-up of a series of 220 cases of ventral fixation by the bladder 
septum method, found that 63 patients conceived and were confined. 
Although there was a very high incidence of forceps delivery, there was not 
any case of really difficult labour, and no stillbirth. 

Vaginal operations with ampuiation of the cervix. The next and most 
important group contains those cases in which a vaginal repair together 
with amputation of the cervix had been carried out. Two cases of repair, 
or amputation of the cervix alone, were included. The operations were 
known to have been carried out by at least 14 different surgeons. Only 
cases have been included in which there was definite evidence of the cervix 
having been amputated on vaginal examination, or in which the original 
notes of the operation were available and showed that this had been done. 

Altogether there were 37 patients in this group who between them had 
had 49 pregnancies subsequent to operation. The first question that arose was 
to what extent is amputation of the cervix a sterilizing operation. In 
drawing conclusions from the figures presented, it had first to be remembered 
that this was not a follow-up of a series of cases in which a prolapse opera- 
tion had been done, but rather a collection of cases which had come under 
observation for various reasons in which pregnancy had occurred subsequently 
to an operation for prolapse. Owing to the innumerable factors involved in 
the establishment of pregnancy, it was difficult at any time to make the 
positive statement that any particular factor was responsible for sterility or 
even reduced fertility. On the other hand it was much easier to make the 
negative statement that a certain factor does not produce sterility, and that 
could be done here. Of all the cases reported in this paper, no less than 
one-half have become pregnant following amputation of the cervix, and in 
eight cases more than one pregnancy occurred. 

It seemed of some interest to the speaker to investigate the period which 
elapsed between operation and the first subsequent pregnancy. Details of 
this were available in 29 cases. In 23 of these, pregnancy followed within 
three years, in 19 within two years, in 10 within one year, and in 6 cases 
within seven months. The average time was found to be 2.3 years. Before 
operation the average time between pregnancies in cases in which details were 
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available was found to be two years, and after operation, in the eight cases 
in which more than one pregnancy occurred, the average time was found to 
be 1.6 years. 

In one case no less than five pregnancies occurred after operation. In at 
least one case conception appeared to be aided, no doubt by the removal 
of excessive cervical secretion. This patient had not been pregnant for eight 
years, but conceived within six months of operation. It appeared, therefore, 
that amputation of the cervix is not a sterilizing operation, and should not 
be relied upon as such. This is in accordance with the recent views of 
Movers,?, who found that eight out of 24 patients who had had an 
amputation of the cervix subsequently became pregnant; he concluded that 
neither a high nor low amputation of the cervix is a sterilizing operation. 

Considering in detail the progress of cases in which pregnancy occurred, 
it was found that 37 patients had at least 49 pregnancies subsequent to 
operation. Previously they had had 223 pregnancies, including 26 abortions 
and 12 instrumental deliveries. Of these 49 pregnancies, 4 terminated 
in therapeutic abortion or in the induction of premature labour, one of these 
had previously shown signs of threatened abortion; 20 terminated in mis- 
carriage, 8 in premature labour, and only 13 in full-time pregnancies. 
One of these had shown signs of threatened abortion early in pregnancy, and 
4 patients had progressed normally when last seen at 20, 26, 28, and 32 
weeks, respectively, of pregnancy. Excluding the cases in which premature 
labour was induced and the cases progressing normally when last seen, out 
of 41 pregnancies known to have occurred in cases in which the cervix 
had been definitely amputated, abortion or premature labour occurred 28 
times, or in no less than 68 per cent. Previous to operation, abortion had 
occurred in 26 out of 223 pregnancies, or 12 per cent. In all the other 
prolapse operations put together, abortion occurred in 5 out of 37 pregnancies 
subsequent to operation, or 13 per cent. 

There was thus seen to be an extremely high incidence of abortion or 
premature labour following amputation of the cervix. That the amputation 
of the cervix is the responsible factor seems to be shown by the cases in 
which repeated abortion or premature labour had occurred. In one case 
following operation, three abortions, all septic, one premature labour, and 
one full-time labour occurred. In another, three consecutive abortions. In 
a third, two consecutive premature labours, the babies both weighing only 
four pounds. 

What was the significance of these figures? Various factors must be 
borne in mind. These were entirely hospital cases, and therefore the 
incidence of abnormalities would be high, and moreover they were largely 
drawn from the records of municipal hospitals, which tend to admit a larger 
number of cases of abortion than voluntary hospitals. On the other hand, 
these cases have been collected in a relatively short time, and it must be 
remembered that they were dealing only with that small- proportion of all 
prolapse operations which are carried out on women of the child-bearing 
age. Moreover, it is the increasing tendency of patients who have had some 
abnormality such as an operation to book in hospital for their confinement. 
Considering all these factors, it seemed reasonable to assume that in patients 
of child-bearing age amputation of the cervix carries a high risk of being 
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followed by abortion or premature labour, and as it is not a sterilizing opera- 
tion it should not be carried out as a routine procedure in such cases. 

Were there any other complications which might follow in labour? It 
has been recorded that failure of the new os to dilate has necessitated 
Caesarean section, but no such cases have been observed in the present 
series, and the risk must be a slight one. In some cases, however, failure 
of the os to dilate at an earlier stage of pregnancy has given rise to diffi- 
culty. The occurrence in a case of this complication in association with a 
central placenta praevia, with the difficulties which followed, were described 
at the beginning of the paper. Occasionally severe colicky pain has been 
noted. In one case an extraordinary degree of shock developed after dilata- 
tion and curettage for retained products without apparent cause. Sepsis 
appeared to be fairly common, no doubt owing to the proximity of the 
uterine cavity to the vagina and to deficient drainage. 

According to some authorities dilatation of the os in labour is quickened, 
according to others it is retarded, but detailed evidence seems to be lacking. 
The difficulties were that so few cases go to term, there were only 13 in the 
present series, and it was difficult to fix the normal limits of the period of 
dilatation in a multipara after several pregnancies. Much, no doubt, would 
depend on individual factors in each case, such as the amount of cervix 
removed, the amount of infection present in it at the time of operation, the 
way in which it had healed, and the extent in each case to which it 
contributed to the formation of the lower segment. 

Vaginal operations without amputation of the cervix. There were eight 
causes in which a colporrhapy had been carried out without amputation of 
the cervix. These 8 patients had had 28 previous pregnancies, including 
4 miscarriages. Eleven pregnancies were known to have followed the opera- 
tion. Two of these ended in abortion, 3 in normal delivery at term, 2 in 
forceps delivery, and 3 were normal when last seen at 20, 33, and 38 weeks 
of pregnancy respectively. One was delivered normally after episiotomy. 
It is thus seen that only 2 out of the 11 pregnancies terminated in abortion, 
and that the risk of this following colporrhaphy without amputation of the 
cervix was slight. 

Perineorrhaphy. Finally, those cases in which perineorrhaphy alone was 
carried out, including the repair of complete perineal tears, had to be con- 
sidered. There were 12 patients, and 2 of them in addition had apparently 
had their cervices amputated. Between them these patients had had 34 
previous pregnancies, including 1 abortion, 4 complete tears and 8 instru- 
mental deliveries. Eighteen subsequent pregnancies were known to have 
occurred. Of these 1 terminated in abortion, 1 in a therapeutic hysterectomy, 
5 in normal delivery without laceration, 3 in normal delivery with laceration, 
this being a third-degree tear in one case, 3 in a normal delivery after 
episiotomy, and 5 in instrumental delivery. There is thus seen to be only 
a slight tendency to abortion in these cases. The striking feature, however, 
is the high evidence of laceration and instrumental delivery—in 11 out of 16 
cases which went to term. The incidence of instrumental delivery was 
slightly greater after operation than before. To these cases might be added 
the cases in the other groups which had progressed to term and in which 
perineorrhaphy had been carried out. Altogether there were 35 cases. Of 
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these 10 ended in normal delivery, 1o in normal delivery with laceration, 5 
in normal delivery after episiotomy, 7 in instrumental delivery, 2 in normal 
delivery in which foetal distress or asphyxia were observed, and 1 in a 
difficult breech delivery and stillbirth. That is to say, that in only 29 per 
cent did a normal delivery without laceration occur. 

Considering that all these patients were multiparae, many of whom had 
had repeated pregnancies, there was a very high incidence of laceration, 
instrumental delivery and foetal distress. The factor responsible in such 
cases was obviously the new perineum. In two of the instrumental deliveries 
the head was found to be in a position of transverse arrest, proper rotation 
no doubt having been interfered with by an abnormal perineum. In addi- 
tion to running the risks arising from interference and from laceration, these 
patients must also run the increased risk, which must occur, of a recurrence 
of the prolapse when these complications have been present. 

Only a few, of these cases had been followed up, and many of them were 
still relatively, recent ones, but it was found that in at least two cases a 
further repair had become necessary, and in four a recurrence of the slit 
or a deficiency of the perineum had been noted, 

Could anything be done to improve these results? The solution appeared 
to lie in a more extended use of episiotomy at an early stage, together 
with an adequate. immediate.,repair. In,,.many cases this would shorten 
labour, prevent foetal distress from delay on the perineum, and decrease the 
number of forceps, deliveries. If carried out under. general or spinal anaes- 
thesia, of course, this might result in an increase of forceps delivery owing 
to the abolition of bearing down, but usually it could be carried out satis- 
factorily under local anaesthesia or gas analgesia, which could be obtained 
by-covering the air holes on the Minnitt’s apparatus with the finger. It. had 
been found in the present cases that when an episiotomy had been carried 
out early the results of healing were, good, but when it was carried out ata 
late stage, or when tearing had commenced, the. disadvantages of a tear 
were not avoided. The same often applied to cases in which an immediate 
repair had been carried out after a previous labour. An episiotomy appeared 
to be imperative at an early stage after the repair of a complete tear, as a 
recurrence of this was frequent, and the results of reported operations were 
poor. If this procedure was.carried frequently there would appear to be no 
justification for the routine practice of Caesarean section after the ordinary 
_— operations as was sometimes advised. 


Conclusions. 

(1) Amputation of the cervix is a ‘sterilizing operation. 

(2) Amputation of the cervix carries a very high risk of abortion and 
aaa labour following in a subsequent pregnancy. 

(3) Episiotomy is frequently indicated in labour after a previous pesiness: 
htiphy, wan always after repair of a complete perineal tear. 
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Complete discussion of the paper was deferred until the next meeting of 
the Society when Dr. Hunter (Manchester) was asked to read a paper he had 
prepared on the same subject. 


A meeting of the North of England Obstetrical and Gynaecological Society 
was held in Leeds on Friday, April 29th, 1938. 


Dr. J. W. Hunter (Manchester) read a paper entitled 


THE EFFECT OF AMPUTATION OF THE CERVIX ON SUBSEQUENT PREGNANCY AND 
LaBour.* 


The speaker made a plea for a more conservative attitude to endocervicitis 
and cervical lacerations in view of the increasing adoption of extensive 
plastic procedures in women of child-bearing age in preference to pessary 
treatment. A study of the literature dealing with the dangerous sequelae of 
cervical amputation and repair leads to the conclusion that these operations 
in women of child-bearing age may cause sterility, repeated abortion,e-prema- 
ture labour, or obstructed labour. His interest was first drawn to the 
subject by seeing a case under the care of the late Dr. Haig Ferguson. The 
patient’s cervix had previously been amputated by Emmet himself; she had 
subsequently had 7 abortions. A first and living child was at last obtained 
after she consented to remain in bed from the onset of the pregnancy. In 
the last 9 months Dr. Hunter had encountered g further cases of abortion 
occurring for the first time after cervical amputation. 

Discussing the question of dystocia, Dr. Hunter went on to describe a 
series of 18 cases of labour following cervical operations. In 10 cases the 
labour was uneventful, in 3 Caesarean section proved necessary, in 3 vaginal 
Caesarean section and manual dilatation of the cervix were needed in 2 
cases. There were 3 maternal deaths following delivery by the vaginal route, 
all being due to a rupture of the cervical stump extending up into the 
lower uterine segment. 

In an attempt to minimize the dangers of cervical plastic surgery Dr. 
Hunter had devised a modification of the usual plastic technique to be used 

“in some cases of prolapse occurring in young women, particularly those cases 
in which little cervical hypertrophy is present and the length of the 
uterus does not exceed 3% inches, i.e. cases in which relaxation of all the 
uterine supports exists. Essentially the operation consists of one circular 
‘incision about half an inch above the external os, another an inch to an 
‘inch and a half above this, enabling a complete circle of vaginal skin to be 
removed. The customary anterior colporrhaphy is then performed, and 
completed by first suturing the cervix to the vaginal skin, commencing 
behind and working round to the front of each side. Thus the Fothergill 
principle of sliding the uterus upwards and backwards is maintained but 
with conservation of the cervix. Sometimes after the operation the uterus 
tends to remain in the vaginal axis. This may be remedied by opening the 
anterior peritoneal pouch and stitching the uterus to the peritoneum at the 


* This paper will be published ix extenso later, 
884 


: 
A 


REPORTS OF SOCIETIES 


level of the anterior colporrhaphy, or alternatively by performing Gilliam’s 
suspension operation. 

Professor DouGaL complimented Dr. Hunter on a timely paper and, in 
fact, had done a similar operation on one occasion. He advocated only low 
amputation in these cases of prolapse in young women. 

Mr. JEAFFRESON (Leeds) confirmed from his own cases the increased 
tendency to abortion after cervical amputation. The main technical opera- 
tive difficulty in dealing with this type of prolapse was that unless some- 
thing was done to fix the cervix the vaginal walls tended to sag after the 
operation. 

Mr. GiyNnn Davies (Sheffield) stressed the need for removing the un- 
healthy tissue surrounding the os uteri, he found that taking but a shaving 
of the cervix sufficed in performing the Fothergill operation. In an analysis 
of 400 cases he had found only 60 per cent of the women who could have 
conceived after the operation did so. 

Mr. BRYAN WILLIAMs said that as various series of figures showed that 
the incidence of pregnancy following amputation of the cervix might be as 
high as 33 per cent, the operation could not be looked upon as a sterilizing 
one. There seemed to be no dispute that the risk of abortion and premature 
labour was a very high one. Although serious complications of labour were 
uncommon, they seemed to occur in a high percentage of the few cases 
which reached term. He considered, therefore, that routine amputation of 
the cervix was quite unjustifiable in patients of the child-bearing age, and he 
had found that Fothergitl himself in one of his original articles had advised 
that this should not be done as part of a prolapse operation in such cases. 

Professor FLETCHER SHAW welcomed criticism of the Fothergill' operation 
in view of its widespread adoption. He did not think the operation had a 
sterilizing effect, rather the reverse. In about one-third of the cases the 
prolapse recurred after a subsequent labour. 

Mr. Mapas (Liverpool) considered the difficulty raised by Dr. Hunter 
was solved by a complete operation with ligation of the Fallopian tubes. 
He considered that the modifications expressed by Dr. Hunter might in some 
cases have the undesired effect of shortening the vagina. 

In reply Dr. Hunter thought a low amputation of the cervix was best 
effected in many cases. He considered that the operation had a truly 
sterilizing effect and that the sterility was not due to contraceptive measures; 
this was borne out by the published statistics. In reply to Professor Shaw, 
Dr. Hunter considered that the relative ease of later labours might be due to 
the fact that the shortened cervix sometimes splits and does not dilate slowly. 
In regard to the general problem the results of any loss of repairs were not 
such good evidence as an analysis of the causes of dystocia in the cases 
admitted with a complication of labour. Sterilization was an admission of 
failure to preserve function, which should be the first consideration. The 
tendency to shorten the vagina must be corrected by interposing the uterus 
through the anterior peritoneal pouch. 


Mr. C. H. Wats (Liverpool) described a case of 
PREGNANCY COMPLICATED BY A DERMOID CysT. 


Tha patient, aged 32 years, was first seen by him at a district antenatal 
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clinic on November 22nd, 1937. The date of her last menstrual period was 
June 14th, 1937, the date of her expected labour being March 2tst, 1938, 

On-examination the uterus corresponded in size to that of a gestation of 
23 weeks. 70 

Routine vaginal examination: disclosed the presence of a tense cystic 
tumour fully occupying the pelvis and displacing the cervix upwards and 
forwards behind the symphysis pubis. 

The tumour could not be displaced out of the pelvis and felt heavy. A 
diagnosis of dermoid cyst was suggested, and, on the chance that the tumour 
contained teeth, an X-ray photograph was taken at the thirty-first week. 

Dr. W. S. SHEARER reported a foetus aged about 30 weeks presenting by 
the breech, and the presence of 4 teeth in a dermoid cyst in the pelvis. 

Dr. Walsh considered that the best treatment would be Caesarean section 
at term: there appeared to be no chance of the dermoid either rising out of 
the pelvis spontaneously, or being displaced from the pelvis digitally. It was 
obvious that the cyst in the pelvis would make natural delivery impossible. 

On March 15th, under: ether anaesthesia, he performed lower uterine 
segment Caesarean section. The child was a male weighing 6 pounds. After 
suture of the uterus the dermoid cyst arising from the right ovary was 
excised. It fully occupied the pelvis, had an attempted pedicle, showed no 
evidence of torsion, and was free from adhesions. The left ovary was 
normal, and the uterus did not contain any fibroids. 

Convalescence was stormy owing to the ‘development of wales broncho- 
pneumonia, but she eventually made a good recovery. and was discharged 
from hospital on the twenty-eighth day. 

The cyst weighed 81% ounces. The 4 teeth are apparently embedded in 
a plaque of bone in an irregular manner. Pinkish tissue, suggestive of gum 
or peridental membrane is seen at the bases of teeth. The cyst also con- 
tained the usual sebaceous material and hair. The specimen has not- been 
searched microscopically for other tissue. 

Professor A. M. CLAyeE considered the cyst might have been’ better re- 
moved at the time of diagnosis, i.e. at the twenty-third week of pregnancy 
and labour allowed to continue normally. He considered routine vaginal 
examination was unnecessary. 

Professor MILEs PHILLIps considered routine vaginal examination advis- 
able early in pregnancy. 

Professor GouGH described two similar cases. In one Caesarean section 
was performed. In general he considered it better to temove the cyst early 
in pregnancy. 


Professor W. FLETCHER SHAW described two cases of 


PRIMARY AMENORRHOEA FOLLOWED BY MALIGNANT OVARIAN TUMOURS IN 
Two SISTERS. 


Primary amenorrhoea, followed by malignant disease of the ovaries, is a 
rare condition, and when it occurs in two sisters, seems worthy of record. 

The first sister consulted me first in August 1921 because of enlargement 
of the abdomen. She was then,21 years of age and had never menstruated. 
Examination revealed a semi-solid ae extending from the pelvis to the 
umbilicus. 
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The external genitalia were fairly well developed and there was an open- 
ing in the centre of the hymen. 

A few days later she was admitted to St. Mary’s Hospital, and Professor 
Shaw opened the abdomen in the midline. He found the uterus was infantile 
and the right ovary very small. On the left side was a large adherent solid 
ovarian tumour extending to the umbilicus and this had burrowed into the 
pelvic tissues so deeply that the left ureter was anterior to the tumour. He 
removed this tumour and the Fallopian tube; the patient made an uninter- 
rupted recovery. 

The pathological report showed the tumour to be an epithelioma. 

In view of the facts that the tumour had burrowed to the deep pelvic 
tissues, was adherent, and that the patient was only 21 years of age, the 
prognosis was bad but, much to his surprise, she came to see him again in 
July 1933 looking perfectly well and completely free from abdominal or 
pelvic symptoms although she had never menstruated. 

On this occasion she brought with her her elder sister, who was 27 years 
of age, and like her sister had never menstruated and now had a large 
abdominal tumour. Like the sister’s, this was a semi-solid swelling extending 
from the pelvis to the umbilicus, the external genitalia were moderately well 
developed, the hymen was perforated, and the vagina seemed normal. 

Professor Shaw admitted her to St. Mary’s Hospital and opened the 
abdomen on July 1oth, 1933, when he discovered a large friable tumour 
extending from the pelvis to above the umbilicus. This tumour was firmly 
adherent to the bottom of the pelvis and was covered with omentum and 
intestines. 

In ordinary circumstances this was the type of tumour which no surgeon 
would attempt to remove but, in view of the history of the first sister and 
the fact that she was fit and well 12 years after the removal of an adherent 
malignant ovary, compelled him to attempt the removal of this growth, but 
the result was unsatisfactory as the firm adhesions at the bottom of the pelvis 
necessitated a large portion of the growth being left. Considering the nature 
of the operation there was not an excessive amount of haemorrhage but the 
patient’s general condition was so bad that she died 20 hours later. 

The pathological report showed this tumour to be an ordinary glandular 
carcinoma. 

Professor MILES PHILLIPs remarked he had never seen a case of familial 
ovarian tumours nor indeed a malgnant tumour following primary 
amenorrhoea. 

Dr. LisstMorE observed that he thought the first case was probably one 
of disgerminoma. 


Mr. A. GouGH described a case of 
DISGERMINOMA OF THE OVARY.* 


The patient had all the secondary sex characters of the male. An 
abdominal tumour was present. The right ovary was found to form a 
fibrous ridge on the back of the broad ligament no larger than that of a 


* See page 799. 
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newborn child. The tumour proved to be a dysgerminoma, akin to a 
seminoma. 

Professor DouGat considered the tumour to be an arrhenoblastoma in 
view of the inhibition of the opposite ovary and considered that an exact 
diagnosis could not always be determined microscopically unless the tumour 
was quite typical. 

Professor W. GouGuH described one patient who became pregnant one 
year after the removal of a masculinizing arrhenoblastoma. 

In reply Mr. A. Gough stated that while the tumour clinically was an 
arrhenoblastoma, microscopically it was certainly a disgerminoma. 


Professor CLAYE and Dr. LissiMorE described 
A CASE OF GRANULOSA-CELL TUMOUR, 


Mrs. J. C., a woman of 58 years of age, who had borne one child 28 
years ago, was referred to Professor Claye for post-menopausal bleeding. 
The last period occurred in 1931. In April 1937 she had pneumonia and 
vaginal haemorrhage for three weeks. There was no further bleeding until 
about Christmas time. Since Christmas there had been bleeding on and off 
with never more than a few days clear up till a fortnight before she was 
seen. There was no history of pain or any other discharge. The patient 
was obviously anaemic, and a blood examination showed the haemoglobin 
to be 54 per cent. Nothing abnormal was found on abdominal examination, 
and a somewhat unsatisfactory bimanual examination left the impression 
that the uterus was decidedly bulky. No adnexal tumour was felt. He 
made a provisional diagnosis of carcinoma of the body of the uterus. 

On April 4th operation was undertaken. Examination under anaesthesia 
confirmed the bulkiness of the uterus. He dilated the cervix and profuse 
curettings were obtained from the uterine body. He sewed up the cervix 
and opened the abdomen, through a right paramedian incision. The uterus 
was about the size of an eight weeks’ pregnancy, the left ovary being small 
and senile, and the right, about the size of two tangerine oranges, was lying 
just above the pelvic brim. He performed total hysterectomy, removing both 
appendages. When the uterus was opened it was seen to contain a small 
fibroid and abundant endometrium which was not obviously malignant. Dr. 
Lissimore will describe the appearance of the right ovary, which led to the 
first mention of the possibility of granulosa-cell tumour. At this stage he 
thought of an oestrin estimation of the urine, and had some collected during 
the immediate post-operative period. However, not enough was collected, 
and the estimation was not carried out. 

Dr. Lissimore described the pathology of the tumour. 

(1) Uterus and appendages. An ordinary fibroid, about 114 inches in 
diameter, was present in the anterior wall of the uterus. The endometrial 
elements show a degree of polyposis, and sections show a pathological degree 
of glandular proliferation with numerous mitoses. 

(2) The right ovary is approximately 3 inches by 2 inches by 1 inch in 
size. On section it consists chiefly of pale yellow tumour tissue with areas 
of haemorrhage, partly recent, partly old and necrotic. Histological sections 
show a tumour of granulosa-cell type, polymorphic in character. The bulk 
of the growth shows the typical column formation, with a few alveolar 
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structures. Here the cells are of the hyperchromatic variety, with numerous 
mitoses. Elsewhere the tumour tissue is of the solid type, consisting of 
masses of cells less active, less deeply staining, more cytoplasmic than the 
elements of the columnar-cell tissue. There is a fine fibrous stroma, well 
vascularized throughout, and a thick fibrous capsule to the whole gland. At 
the lower pole of the gland is an area of cystic degeneration about 1 inch 
in diameter. 


Mr. BRYAN JEAFFRESON (Leeds) described a case of 


A FrBROMA OF THE OVARY WITH UNUSUAL SYMPTOMS. 


Mr. Jeaffreson had labelled this specimen a fibroma because that was the 
diagnosis given to him by the pathologist. However, he was reporting this 
case to the Society because it seemed to him that it ought to fit into one 
or other of the groups of ovarian tumours of which they had already heard 
a great deal. 

Mrs. E. P., aged 63 years, had a sudden cessation of her periods at the 
age of 52. All was well until about the age of 61 when she just as suddenly 
started bleeding again. This loss was profuse and lasted for six weeks. 
Since then she had had small losses, very much like her normal periods in 
amount and length of time, occurring more or less regularly with intervals 
of 2 to 3 months. She had noticed a gradual increase in size of her 
abdomen. 

On examination a tumour was situated mainly in the lower abdomen 
but reaching about 2 inches above the umbilicus. It felt mainly solid. On 
vaginal examination the cervix was felt to be displaced upwards and to the 
left; the body of the uterus could not be defined and the lower pole of the 
abdominal swelling could only just be reached by the tip of the finger. There 
was no evidence of any free fluid in the abdominal cavity. 

On the history of post-menopausal bleeding, in character suggestive of 
menstrual periods, and the presence of a partly cystic and partly solid 
abdominal tumour Mr. Jeaffreson diagnosed with great confidence a granulosa- 
cell tumour of the right ovary with a secondary deposit in the uterus 
accounting for the vaginal bleeding, but somehow he felt that the length 
of history was against this diagnosis. 

On opening the abdomen he found this solid tumour which was then 
about the size of a football. Its upper pole was haemorrhagic and firmly 
adherent to coils of small intestine; it was this which gave rise to the pre- 
operative diagnosis of a partly cystic tumour. Although this area broke 
away during the delivery and removal of the tumour the portions attached 
to the coils of intestine were completely removed, giving him the assurance 
that it was certainly not a malignant invasion. He removed the uterus 
at the same time, and after the operation the patient made an uninter- 
rupted recovery. 

On examination of the specimen after hardening it was found to be 
completely solid. On cutting it into two portions the main part of the 
tumour looked like a fibroma but scattered throughout were islands of tissue 
rather more homogenous in appearance and also of a slightly yellowish 
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colour. At the top of the tumour there was a large haemorrhagic area 
and to one side of this another smaller area which was of a different 


appearance to any other part. It reminded him somewhat of a corpus 
luteum and he felt certain that this was the granulosa-cell element that he 
was wanting. Sections were taken from various parts of the specimen and 
also from this special area. The report of the pathologist who first saw the 
specimen was that the whole tumour was a very cellular fibroma and that 
there was no evidence of the presence of granulosa-cell tissue. The uterus 
was enlarged by a fibroid and the endometrium was quite active and 
proliferative. 

On examination of the sections it could be seen that the main portion 
was composed of dense fibrous tissue with layers of cells running between 
the strands. These cells had been diagnosed as connective tissue cells and 
certainly the orderliness of their arrangement and their elongated oval 
shape made it difficult to come to any other diagnosis. The section from 
the special area showed masses of similar cells without the dense strands of 
fibrous tissue of the previous section. These had also been reported as 
connective tissue cells and not granulosa cells but the speaker believed 
that they were tending to be arranged in columns and might possibly agree 
with the description given of some parts of granulosa-cell tumours reported 
in the literature. 

He was showing this specimen and the slides to get the opinion of 
members of the Society for the answers to the following questions. (1) Is 
this an atypical granulosa-cell tumour and are the cells seen in the special 
area granulosa cells? He believed they were, but his experience of these 
tumours was limited to descriptions in the literature. (2) If the diagnosis of 
a cellular fibroma is correct then from where had originated the female sex 
hormone that had stimulated the growth of the uterine musculature and 
endometrium in a woman aged 63 years? The other ovary had been sec- 
tioned and it did not show any evidence of an active follicular system. Its 
stroma cells were very much like the cells seen in the specimen and there 
was an interesting patch of active endometrial glands present in its deeper 
part. (3) Is it the general opinion that an overgrowth of ovarian stroma 
cells can elaborate enough hormone to account for the uterine changes? | 

Miss F. S. Ktrk (Leeds) considered the tumour a xanthro-fibroma formed 
from the theca-interna forming the paralutein cells. Frozen sections stained 
by Sudan III gave a diffuse tomato coloration. The Sertoli cells of a 
seminoma can be made only by a paraffin method and a similar technique 
is necessary in these tumours also. 

Professor MILEs PHILLIPs said the plague of his professional life had been 
the classification of ovarian tumours. He considered that the increasing 
complexity of the subject might be a first step towards the final elucidation 
of the problem. 

Dr. LissiMorE confirmed the statement that the tumour was a connective 
tissue growth, i.e. a fibroma, although complete examination of every portion 
had not been carried out. 
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A meeting of the North of England Obstetrical and Gynaecological Society 
was held in Newcastle on Friday, June 17th. 


Dr. W. R. Appis (Manchester) read a paper entitled 
Two CASEs OF PSEUDO-MYXOMA PERITONEI WITH LESIONS IN THE APPENDIX 


with two illustrated cases. He considered that the term pseudo-myxoma 
peritonei should be confined to cases which satisfied Werth’s definition, i.e. 
the presence of an ovarian lesion is necessary. If the independent peritoneal 
gelatinous implants are associated with a lesion such as a ruptured appendix 
but without the presence of a pseudo-mucinous cystadenoma of the ovary 
the condition should be designated mucinous peritonitis. 

The speaker considered the appendicular lesion present in the two cases 
which he described was associated with the peritoneal condition rather than 
responsible for it. 


Mr. St. GEORGE WILSON (Liverpool) described a case of 
CARCINOMA OF THE VAGINA SECONDARY TO CARCINOMA OF THE COLON. 


The lesion consisted of a punched-out ulcer the size of a shilling low on 
the lateral vaginal wall, associated with a ring carcinoma of the sigmoid 
colon. The vaginal tumour was excised and the primary growth treated by 
the McKulicy operation. The patient was well at the time of reporting 
3 months after the operation. 


Professor FARQUHAR Murray (Newcastle) described 


(a) A CasE oF Massive SusMucous INTRA-UTERINE FIBROID WITH SLOUGHING 
OF THE LOWER POLE AND PELVIc CELLULITIS. 


Vaginal removal of the tumour was impossible and an attempt was made 
to deal with the tumour by an extraperitoneal abdominal hysterotomy, using 
a flap of the uterus to exclude the general peritoneal cavity, but the opera- 
tion had to be abandoned because no capsule could be found. His main 
object in describing the case was to call attention to the technical difficulties 
involved in these cases. 


(b) A Case OF CHRONIC PAIN AND ITs ULTIMATE DIAGNOSIS. 
(c) A CaSE OF ABSENCE OF THE VAGINA. 


Professor Farquhar Murray described the operative treatment of a case of 
absence of the vagina in a girl aged 13. The space between the rectum and 
vagina was first opened and packed with gauze from below. The abdomen 
was then opened to disclose the presence of a haematometra. The uterus 
was opened and the bladder pushed down revealing a patent vaginal vault 
attached like a cap to the cervix. A passage was then made with dilators 
between the vaginal vault and the perineal wound. After the operation 
menstruation became normal. Dilators were passed for some months but 
stenosis recurred nine months after the operation and caused retention of 
the menses once again. Dilatation had to be done again in hospital. The 
patient now menstruated regularly and in comfort. The speaker then dis- 
cussed the reasons for the tendency of vaginal septa and imperforate hymens 
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to contract again after dilatation and the difficulties encountered in keeping 
the new vagina open. 

Dr. CHISHOLM suggested that a mould and skin graft might be used. 

Dr. J. H. Stacey (Sheffield) considered that most of these cases were due 
to infantile infection and not to developmental faults. He described a 
similar case of complete secondary occlusion of the lower half of the vagina 
in a parous woman aged 45 years, which caused intermittent haematometra. 
In this case it was due to an attack of gonorrhoea. 

Mr. St. GEORGE WItson described a similar case in which the McIndoe 
operation had completely failed mainly because of the difficulty in cutting 
a large enough skin graft. 

Mr. STABLER described a case of imperforate hymen in a girl who had 
feigned periods to her mistress. This girl was found to have a single uterus 
but what was thought to be a uterus was found to be a pelvic kidney and no 
treatment was practicable. 


Dr. C. G. Patne (Sheffield) showed a film entitled. 


WHITE CELLS IN ACTION. 


The first part of the film portrayed the apparatus, which consisted of a 
large tank, heavily lagged with asbestos, and thermostatically controlled. 
From this, water is pumped through an external circuit to the warm stage 
of a microscope. Within the warm stage is a small glass chamber containing 
the nutrient fluid upon which the leucocytes are mounted. The technique 
for obtaining ‘living leucocytes is as follows. A drop of blood is allowed to 
clot on a coverslip and incubated at 37°C. in a moist chamber. After 
30 minutes’ incubation the clot is flicked off. After removing the residue of 
red cells by rinsing in saline, the coverslip is then mounted on the warm stage. 

The second part of the film showed the movement of normal leucocytes 
exhibiting how all activity is initiated by the development of the hyaloplastic 
foot. Streptococci were introduced and it could be seen how phagocytosis 
was effected by extrusion of the hyaloplastic foot. A boiling effect in the 
granules after phagocytosis was very striking. 

The leucocytes after exposure to larger quantities of streptococci are no 
longer motile. The ingested organisms are arranged around intracellular 
vacuoles—presumably an attempt at tryptic digestion after phagocytosis. 

After massive phagocytosis the cells are killed and agglutinated. This is. 
the earliest stage of pus formation. 

The leucocytes were then shown exposed to a solution of a protein 
substance dissolved off the surface of the streptococci. The organisms. 
employed were group A haemolytic streptococci, belonging to Griffith’s. 
type 3. The protein substance was that chemical fraction responsible for 
type-specificity, and it was seen to possess the power of killing leucocytes to 
a marked degree. 

Dr. C. G. Paine was complimented on his work and particularly for being 
the first to produce such a film in this country. The film was particularly 
interesting to the Society in view of the fact that a film of leucocytic move 
ments had been made by Kiel, of Amsterdam, and shown recently at the 
Amsterdam International Congress of Gynaecology. 
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